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The Common Aim 


In NuRSING the principal matter for concern is the care of the 
patient. Although at first sight it appears that this is given 
only by the nurse at the bedside, a second look will show that 
many nurses who are removed from the bedside itself make a 
vital contribution. 

The tutor, whether teaching in the classroom or in the 
ward, is contributing to the patient’s care; the matron, mind- 
ful that the nurse needs the right tools and the proper time, 
puts the nursing point of view to other hospital officers 
and members of management committees; the health visitor 
and the occupational health nurse by preventing disease 
care for the citizen rather than the patient; nurses in pro- 
fessional organizations, regional boards and ministries are 
all concerned in putting the nursing viewpoint to planning 
committees and working parties. And all these efforts are 
made to enable the nurse at the bedside to pursue her proper 
task—that of caring for the sick. 

Recently the Nursing Times has been publishing a higher 
proportion of clinical articles on nursing, medicine and surgery 
and the practice of nursing in the public health, psychiatric 
and occupational health fields. These articles are for nurses on 
the job. Now that at least some of the outstanding questions 
of professional organization and training are being resolved 
(by the NCN/RCN working group and the GNC’s new train- 
ing proposals), changes in the profession must be related to 
nursing itself. 

At a time when unity within the profession is a subject not 
only for discussion but for action, exchange of knowledge and 
ideas is imperative. Discussion, with the aim of increasing 
understanding, will not only enhance our unity but will 
strengthen our service. The more we know what the other 
nurse is doing, how she is doing it, and why she does it, 
the better we can nurse. Only good can come of discussion of 
nursing rather than of nurses. 

The function of a professional journal in providing material 
on professional practice has never been as important. The 
Nursing Times does not seek to duplicate classroom teaching or 
textbooks; obviously it can play only a limited part in prac- 
tical demonstrations; but a weekly journal can publish up-to- 
date material long before it can ever appear in a book. 

To enable us to fulfil our part in helping to care for the 
patient we necd, first of all, our contributors; and we in the 
profession must be grateful to those, doctors as well as nurses, 
who give time and take trouble in their busy lives to write for 
us. Secondly, we need our readers, not simply nurses who read 
solidly through the journal and accept every printed word as 
gospel, but alive and critical nurses, writing to us about things 
they think they can do better or disagreeing with something 
we have printed. 

By exchanging our ideas and publishing our experiences 
our knowledge of nursing will grow and the quality of our 
service improve. 
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News and Comment 


ICN Reception for Miss Nussbaum 


AN EXCEPTIONALLY DELIGHTFUL PARTY was given by 
the International Council of Nurses for Miss Helen 
Nussbaum, general secretary designate, at The Middle- 
sex Hospital, London, on September 29. In intro- 
ducing her successor to the guests, Miss D. C. Bridges 
spoke warmly of Miss Nussbaum both as a professional 
nurse and as a person. She went on to wish her every 
happiness in her new appointment, adding that she 





Miss Helen Nussbaum and Miss D. C. Bridges at the ICN party 
at John Astor House, The Middlesex Hospital. 


knew just how much Miss Nussbaum would enjoy 
making some 460,000 friends in 60 countries. In her 
reply, Miss Nussbaum spoke of this friendship being 
‘strengthened through our work’. Miss M. J. Marriott, 
matron of The Middlesex Hospital, welcomed the 
guests on this happy occasion. 


Welsh Branches Appeal 


THE RCN WELSH BRANCHES APPEAL fund for a Welsh 
Centre of the College now, after only six months, totals 
£5,485. The target is £20,000 in two years. Some 
Branch appeals are not yet in full swing, but Cardiff 
has so far raised over £2,000, and Llanelly £800. More 
about this magnificent effort on page 1254. 


Lock Away Dangers 


TWENTY-EIGHT children died from taking medicines 
and pills prescribed for adults and from drinking 
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poisonous liquids 
such as cleansers 
and disinfectants 
in 1958. An im- 
portant cam- 
paign aimed at 
preventing pois- 
oning accidents 
in the home was 
launched this as — | 

week by the Royal [ie : 
Society for the DANGERS 1 your ow: 
Prevention of 
Accidents. A 10- 
point Safety Plan 
was presented to 
emphasize to the public the dangers of poisoning which 
exist in the home resulting in the deaths of hundreds of 
people, or cases of severe illness. RoSPA have organized 
the campaign because the accident rate from this cause 
is rising each year. 


The Medical Defence Union 


THE MEDICAL DEFENCE UNION celebrates its 75th 
birthday this week. Its 47,000 members are indemnified 
against liability in any actions taken against them asa 
result of their professional work—in the UK the indem- 
nity is unlimited. With the introduction of the Legal 
Aid and Advice Act of 1950, far more people bring 
actions against doctors which they could not previously 
have afforded. The Royal College of Nursing has 
recognized that the increased risk of litigation also 
applies to nurses and has recently raised its indemnity 
cover for members of the College. 


Press Intrusion in Hospital | 
THE PRESS COUNCIL has just published its findings f) 


after investigating complaints of the behaviour of 
certain press representatives when the late Mr. Aneurin 
Bevan was seriously ill at the Royal Free Hospital, 
W.C.1. Hospitals are faced with a problem when caring 
for patients who are important figures in national life; 
the public has a right to learn of their condition and 
reporters are unlikely to be satisfied with the bare 
medical bulletins. If all inquiries are channelled 
through the hospital secretary’s office, there still remain 
the evening hours when the office is closed. It would 
seem desirable to work out a routine procedure—not 
only for the issue of legitimate news, but for preventing 
unauthorized persons from gaining access to the wards 
—which could be put into operation immediately the 
occasion demanded. 
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TECHNICAL 


SAFER THAN ASPIRIN 


AN ANALGEsIC which is considered safer and more effec- 
tive than aspirin has been the subject of a controlled clinical 
trial. The drug is Antidol. The report on the result of the 
trial states that Antidol, an aspirin-free analgesic compound, 
was more effective than calcium aspirin in relieving pain of 
dental origin and was considered worthy of trial in other 
fields. 

Few homes were without a supply of aspirin, or aspirin- 
containing preparations, as a result of clever advertising and 
the widespread belief that aspirin was entirely harmless un- 
less taken in mammoth doses. But evidence was accumu- 
lating to suggest that aspirin was not so innocuous as was 
generally believed. There had been reports of sensitivity to 
it and dangerous, even fatal, reactions. It was found also 
that aspirin was a gastric irritant and might cause indiges- 
tion, haemorrhage, or chronic gastritis. 

It has been the authors’ practice to prescribe phenacetin 
or paracetamol tablets for dental patients who could not 
tolerate aspirin owing to dyspeptic disorder but neither of 
these drugs appeared to be as efficient an analgesic as 
aspirin. Each Antidol tablet contains 200 mg. of phenacetin 
and 50 mg. of caffeine, in addition to 250 mg. of salicyla- 
mide-(2-ethoxyethy])-ether. 

Wixinson, F. C., and Howe, G. L., The Practitioner, September, 

1960, page 316. 


THE COBALTRON II 


EFFECTIVE DEEP RADIOTHERAPY has become more accept- 
abletothe patient and appreciably easier of achievement with 
the development of ‘megavoltage’ therapy using apparatus 
like the first full-size cobalt-60 unit built in Britain, which 
was installed at the London Clinic in 1956. Compared with 
the elaborate electrical machines used to generate X-rays 
with energies of more than a million volts, the equipment 
in the Department of Radiotherapy is a relatively simple 


ADVANCES 


way of applying megavoltage treatment to deep-seated 
masses. 

In the apparatus Cobaltron II the kilocurie source of 
ionizing radiation is a cylinder of metallic cobalt, 2.2 cc. in 
volume, which has been rendered radioactive in the atomic 
pile. It is housed in a spherical head made of lead and 
tungsten alloy weighing two tons, which can be easily raised 
and lowered, swung backward and forward and rotated 
about two perpendicular axes. When about to be used the 
source is shifted within the shielding head from a ‘protected’ 
position until it is at the apex of a conical opening whose 
aperture is varied to regulate the size of the beam. It is 
moved by remote control. As the head is so mobile, the 
emerging beam can be oriented as desired for treatment. 
Gamma-rays indistinguishable from 3-million-volt X-rays 
are emitted by the isotope. 

There are several clinical and technical advantages to be 
gained from using rays of this order, whether they are 
emitted by cobalt-60 or an X-ray generator. The most im- 
portant is that the beam develops its maximum dosage not 
on the skin surface but a little distance below. As a result, 
the patient is spared the painful and disfiguring skin reac- 
tions associated with intensive conventional 250,000-volt 
deep X-ray therapy. High-energy radiations are more uni- 
formly absorbed by tissues of different densities so that their 
introduction has also minimized the risk of bone necrosis. 
The dose received by the normal tissues is lower and con- 
sequently there is much less constitutional upset to the 
patient. Megavoltage is thus a safe, reliable method which 
in expert hands has removed many of the causes of appre- 
hension attending deep therapy. 

Reprinted from The London Clinic Medical Journal, July 1960, by 
courtesy of the editor. 


RUBELLA IN PREGNANCY 


THE HAZARD to babies whose mothers have rubella during 
pregnancy is not as great as was once feared, it is suggested 
in the report of a survey carried out in England, Scotland 
and Wales in 1950-57. Previous reports had suggested that 
the chance of a mother bearing a defective child if she 
suffered from rubella during the first two months of preg- 
nancy were in the region of 100 per cent., and in the third 
month 50 per cent. In the current survey, however, it was 
found that just under 16 per cent. of the rubella babies had 
abnormalities compared with 2-3 per cent. of the control 
series. A new finding was that some 19 per cent. of rubella 
babies were in some degree deaf, but this was serious in only 
a few cases. 


Rubella and other Virus Infections during Pregnancy. Reports on Public 
Health and Medical Subjects No. 101. H.M.S.O. 7s. 


Setting the Cobaltron head for accurate localization of the rays to the 

site of therapy. Operating the panel on the right places the treatment head 

in the precise position requixed by the radiotherapist. She is seen con- 

trolling the distance from source to skin and the aperture of the dia- 

phragm. During irradiation the patient is supervised by the staff through 
a radio-opaque lead-glass window from an adjoining room. 
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HAZARDS OF MEDICAL PROCEDURE; 


6. Blood Transfusion 
and Serum Administration 


C. ALLAN BIRCH, M.D., F.R.C.P., 
Physician, Chase Farm Hospital, Enfield 


perfected in recent years and this has meant that 

we do not now see emergencies and accidents from 

incompatible transfusion very often. Most of the 
troubles are of less complex origin. 

Pyrexia and rigors sometimes follow a transfusion be- 

cause some poisonous substance enters the circulation 


Tre TECHNICAL ASPECTS of blood grouping have been 


via the drip. New red rubber has caused troubles of 


this kind and they have been largely eliminated by the 
use of plastic tubing. Blood which has become haemo- 
lysed from being. warmed up has caused reactions, so 
once blood has left the refrigerator it should be used 
without delay. Very often the reaction may be stopped 
by slowing down the rate of transfusion. 


Exchange Transfusion 


Exchange transfusion is now frequently carried out 
on newborn infants suffering from haemolytic disease 
of the newborn caused by Rhesus incompatibility and 
the resulting presence in the 
blood of Rhesus antibodies. The 
object is to remove as much as 
possible of the baby’s blood and 
to replace it by blood which is 
free from antibody. A syringe- 
ful of blood is withdrawn from | 
the baby and discarded and re- 
placed by a syringeful from the 
bottle. This process is repeated 
and results in a progressive re- 
placement of the baby’s blood 
by the transfused blood. Some- 
times the citrate in the bottled 
blood is too much and lowers 
the level of calcium in the 
baby’s blood so that tetany re- 
sults. This can be avoided by 
giving small doses of 10 per 
cent. calcium gluconate. 


True Transfusion Reactions 


Great care is now taken to 
lessen the possibility of giving 
the wrong blood either because 
the grouping has been faulty or 
because the wrong bottle has 











Transfusion reactions may occur if incompatible blood 
is used, or circulatory overloading if a large transfu- 
sion is given too quickly. The administration of serum 
may, in susceptible people, give rise to a state of ana- 
phylactic shock which may lead to death. 








been used. The nurse should know about these matters 
because, although they are not strictly her direct con- 
cern, she should keep a watchful eye on what is going 
on. Labels of different colours are used for the different 
blood groups. Group AB is white; group A is yellow; 
group B is light red and group O is blue. If the blood is 
also Rh negative the label has a vertical red bar. 

True transfusion reactions nearly always begin very 
soon after the transfusion has started and so it is im 
portant to watch the patient very carefully for about 
15 minutes after the start. If the 
patient is under an anaesthetic 
this watching means a careful 
check on the pulse rate and 
blood pressure. 

A true transfusion reaction 
may on rare occasions show as 
sudden circulatory collapse and 
death. A study of cases in the 
past shows that most of them 
began with sudden severe pain 
in the back and tightness in the 
chest. Then a rigor and a cold 
clammy skin appeared and in 
the hours which followed it was 
noticed that very little urine 
was being passed. In one of 
these sad accidents therefore 
the patient is put on a fluid out 
put chart for 48 hours. A low 
output of low specific gravity 
urine indicates renal damage. 

Treatment is, of course, t 
stop the transfusion and to deal 











Blood transfusion using modern apparatus. 

Note the comfortable position of the am 

and the loop of tubing passing below th 
level of the needle. 
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with the collapse. Transfusion of truly compatible blood 
or of blood substitutes is used, the object being to keep 
up the blood pressure and so prevent renal failure. 


Circulatory Overloading 


Another hazard of blood transfusion, and indeed of 
ransfusion of any fluid into the veins, is that of over- 
loading the circulation. Wounded soldiers who had 
lost much blood were frequently given large transfu- 
jjons at rapid rates and did well. This was because they 
were healthy men and had strong hearts before the 
transfusion and so were able to adapt quickly to the 
increase in blood volume. The healthy heart can adjust 
itself to deal, within certain limits, with as much blood 
asis poured into it. But it is very different with the feeble 
chronically anaemic patient met with in civilian prac- 
tice. The adjusting mechanism may break down and 
too much blood is held up in the veins. The neck veins 
are seen to be distended, the patient’s lungs are full of 
blood which the heart cannot take up, and so he coughs 
and becomes dyspnoeic. 

This state of affairs is apt to develop if the rate of 
transfusion exceeds | ml. per lb. per hour, that is, 140 
ml.an hour for a 10 stone man. Something under 1| drop 
asecond is about right, for a drop is a twentieth of a 
ml. So at one drop a second there will be 25=3 ml. a 
minute, or 3 x60=180 ml. an hour. The rate should 
be slower than this in very anaemic patients. 


Transmitted Disease 


Are there any risks of transmitting disease by trans- 
fusion? This is the sort of question that patients ask 
nurses. The patient can be re-assured and told that 
great care is always taken to see that blood donors are 
healthy. Donors who have had malaria are rejected, 
and those who have positive Wasserman reactions. In 
the same way any patient who has had jaundice is re- 
jected, but he may not always know if he has had it or 
the attack may have been a very mild one. Hence there 
remains a slight risk of transmitting the virus of infec- 
tive hepatitis. The risk is greater if pooled plasma is 
used, and many doctors will not use this but only indi- 
vidual specimens. There used to be a risk of causing 
septicaemia by using infected blood but modern tech- 
niques of blood collection and storage have eliminated 
this danger. An interesting risk, now only of historical 
importance, was that which could occur when direct 
arm to arm transfusion was used. A special syringe took 
blood from the donor and gave it straightaway to the 
recipient. It was possible to use the syringe the wrong 
way round and take blood from the recipient and put 
itinto the donor. On the only occasion on which I saw 
this happen the watchful sister spotted what was going 
on. Fortunately the recipient had no transmittable 
disease and all was well. 


Intravenous Serum 
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Most antitoxic and antibacterial serum is made from 
horses’ blood which is foreign protein and so may give 
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rise to reactions. Reaction is particularly likely when 
the patient has had a similar injection some 10 days or 
so previously. This is anaphylaxis—the making of a 
patient more liable to ill-effects by a previous injection 
—and is the opposite of prophylaxis, in which a pre- 
vious injection, as of a vaccine, renders him less liable 
to ill-effects from subsequent injections. 

Allergic patients are specially liable to reactions, so 
nurses are instructed to inquire about eczema, asthma 
and hay fever before injecting serum. Remedies (adren- 
aline, aminophylline and an antihistamine drug) should 
always be ready. It is always wise before giving serum 
intravenously to give a small dose (0.2 ml.) intra- 
muscularly first and wait half an hour to see if there is 
any reaction. If there is no untoward effect then the 
serum can be given slowly through a fine needle. If it is 
imperative to give serum to an asthmatic or one who 
shows a reaction it is best to give 0.2 ml. of a 1:10 
dilution of serum in physiological saline and repeat it 
in half an hour. Then give 0.2 ml. of undiluted serum 
and finally the whole dose. To give small doses in 
graduated sequence is only common sense. 

Lastly, before clearing up, it is well to make a note of 
the batch number of the serum used as it might be 
needed in a subsequent investigation. 





Health and Safety at TU Congress 


Nearly one-fifth of the motions submitted to the 
1960 Trades Union Congress at Douglas, Isle of Man, 
related to problems of social security and industrial 
health and safety. 

The widening interest in occupational health was 
reflected in a series of motions calling for a properly 
organized policy of research into occupational health 
hazards, for research into the incidence of peptic ulcers 
among workers in industry, for the setting up of indus- 
trial health committees and for early and adequate 
training in safety measures for workers liable to be 
exposed to radiation risks. 

The Tobacco Workers proposed that the 1937 
Factories Act should be amended so as to reduce the 
working week for women and young persons and the 
Amalgamated Engineering Union urged that a bigger 
financial contribution should be made by the govern- 
ment to medical research, particularly into the prob- 
lems of poliomyelitis and cancer. 

The Women Public Health Officers’ Association 
submitted a proposal on home confinement grants for 
women who make only a brief stay in hospital at the 
time of the birth of their child. 








Treatment of Peri-anal Abscess 


MAURICE ELLIS, M.B., F.R.C.S., 


Consultant Surgeon in Charge of the Casualty Department, The General Infirmary at Leeds 


is to lance it. In surgical terms this means to incise 

it and let the pus drain away. If the abscess is large 
the surgeon has learnt that it is desirable to put in a 
drainage tube so that all the pus can drain away before 
the lips of the abscess heal together. In certain special 
situations, particularly around the anus, it has been 
found that even more precautions must be taken to 
make sure that the abscess heals without leaving any 
residual pockets for inflammation to recur. 

For abscesses around the anus, the ischiorectal ab- 
scess or the peri-anal abscess, experience had shown 
that it was desirable to cut away a suitable amount of 
skin and then pack the abscess cavity so that it would 
heal up from the bottom without any formation of 
pockets. The packs in such an abscess might sometimes 
have to go in two or three inches and it was a challenge 
to the gentleness of the nurse to be able to change them 
without the necessity for a general anaesthetic. Of 
course, in the early painful stages immediately after the 
operation, a general anaesthetic was often necessary 
despite care and gentleness by the nurse. If the abscess 
was of any size, then the cavity took many weeks to heal. 
The patient sometimes had to stay in hospital for 
several weeks and then required dressings by a district 
nurse at home for a further period of weeks before he 
was fit to return to work. 


Pirtotan KNOws that the treatment for an abscess 


Time-honoured Treatment 


Experience over the centuries had shown us that this 
method of treating abscesses was one in which the 
normal defences of the body were allowed to shut the 
abscess off from the rest of the body so that it could heal 
after drainage without spreading the inflammatory pro- 
ducts to the circulation. To make sure that, when the 
abscess was incised, the pus did not infect healthy 
tissues on the way out, it was regarded as desirable that 
the abscess should reach to the surface or nearly to the 
surface. This was called allowing the abscess to point. 
Lay people called it ‘drawing the abscess’ and many 
applications, from the old bread poultice up to our 
modern kaolin poultice, have been used for this pur- 
pose. During this period of poulticing, however, added 
destruction of tissue took place, particularly when the 
abscess was around the anus, and the patient had added 
days of pain. This extra destruction of tissue during 
those painful days was, in fact, a form of insurance pre- 
mium paid by the body to prevent widespread infection 
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The packing of a peri-anal abscess cavity was a time. 

consuming job, and painful for the patient. A technique 

involving the skilful use of antibiotics and primary 

suture has been in use at Leeds for 10 years, and 

enables these patients to be treated without admission 
to a hospital bed. 











at operation. Until the appearance of antibiotics, we 
had no other defence against the products of inflamma- 
tion that were formed by such an abscess. Antibiotics 
by themselves, however, will not cure an abscess. The 
lining of the abscess which plays a part in shutting off 
the abscess and its inflammatory products from the rest 
of the circulation, also prevents the antibiotic from 
getting into the abscess to overcome the inflammation. 


New Method 


We found in Leeds, however, that if at the time of 
operation a large concentration of antibiotic was in the 
circulation, we could evacuate the pus from the abscess 
and then break down its lining so that blood oozed 
into the abscess cavity. This blood contained the 
antibiotic in high concentration and could thus over- 
come the infection. If the infection was overcome, 
the wound that we had made was in effect sterile 
and, therefore, like any other sterile wound was treated 
by primary suture. We have been carrying out this 
treatment with all kinds of abscesses for many years. It 
is, however, with abscesses around the anus, in which 
post-operative packing and slow healing was particu- 
larly painful, that this form of treatment has been most 
strikingly helpful to the patient. 

The routine in such cases is to give, together with the 
premedication for an anaesthetic, a large injection of 
antibiotic half to one hour before the time of operation. 
At the present time we are using penicillin, 800,000 
units, plus streptomycin, 1 g. The patient is anaes 
thetized and placed in lithotomy position and the area 
is shaved. It is a nice nursing point that such shaving 
should be carried out when the patient is anaesthetized. 
These abscesses are usually exquisitely tender and at- 
tempts at shaving an unanaesthetized patient are 
submitting him to unnecessary pain. The area having 
been cleaned after shaving, a radial incision is made 
into the abscess. All pus is evacuated and the cavity 18 



























1231 


explored with the finger to make sure that no loculae 
are missed. 

At the end of the operation a Volkman’s spoon 
covered with gauze is rubbed round the cavity of 
the abscess so that the lining is thoroughly broken 
down and is oozing blood into the cavity. The cavity is 
then completely obliterated by sutures. Just before the 
sutures are tied, all the blood that has collected in the 
cavity is evacuated in case it should cause a residual 
haematoma. Immediately the operation is completed, 
a thick dressing is applied, the patient is turned on to 
his back; the patient’s body weight compresses the 
abscess cavity and further aids the full collapse of the 
cavity. 

When the patient has recovered from the anaesthetic, 


4 Fig. 1. 
Finger 
showing size 
of abscess. 


Fig. 2. > 
Suture of 
abscess after 
evacuation. 


4 Fig. 3. 
Sutured 
wound. 


4 Fig. 4. 
Healed 
abscess on the 
seventh day. 


he goes home, not to rest in bed but to sit quietly around 
the house. He comes to the department for inspection 
two days later. The dressing often has to be changed 
because it is soiled by the bowels being opened. A 
further large injection of antibiotic is given. On the 
fourth day the stitches are removed. No more antibiotic 
is given. The patient is inspected once more on the 
seventh day to make sure there is full healing of the 
wound and normally he can then be discharged and 
return to work. 

In the 10 years that this treatment has been going on, 
during which time about 1,500 cases have been seen, it 
has been found that certain factors will delay healing 
beyond the optimum period of seven days. 


(1) Skin necrosis. If pointing of the abscess is allowed 
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to proceed to such a degree that the overlying skin is 
damaged, then after suture, although the cavity has 
been obliterated by suture, the overlying skin sloughs 


away and a shallow ulcer is left. The healing over of 


this ulcer may add as much as two weeks to the healing 
time. Since the antibiotic can prevent the spread of in- 
fection round the body, it is unnecessary to wait for 


pointing like this. As soon as the slightest reddening of 


skin takes place the abscess should be incised. Nurses, 
who may have been applying poultices, should be on 
the watch for this. 


(2) Failure to evacuate all loculi. ‘This lies within the 
province of the surgeon, who should have made sure 
that all loculi had been evacuated at operation. Such a 
loculus which was not evacuated at operation will grow. 
At the first dressing the appearance of the wound will 
resemble an untreated abscess. The nurse should recog- 


IDEA OF VALUE 


A New Locker Attachment 
to Hold a Urinal 


WE HAVE all seen the urinal, either empty or, worse still, 
filled, awaiting collection on top of the patient’s locker, 
together with water-jug, fruit bowl, or even a cup of tea. 
And a patient may wish to keep a urinal at hand and the 
only hiding place is in the locker among his 
personal possessions. Mr. W. Perkins, car- 
penter of Nuffield Orthopaedic Centre, Ox- 
ford, was asked to design a simple box attached 
to the locker, in which the urinal, covered by 
a paper bag, can be stowed away, yet still be 
easily reached by the patient. The box has 
been used experimentally for some weeks by 
an arthritic patient without any difficulty at 
all, and fulfills its purpose admirably. 

The top and bottom of the box are 6 in. 
square, and it is 13 in. high, of which 33 in. 
comprises a hollow lid which is hinged. When 
the lid is opened the neck of the bottle pro- 
trudes about 2 in. for easy handling. Interior 
surfaces and the top of the lid are faced with 
Formica, and the bottom slides out for easy 
cleaning. The box is attached to the side of the 
locker with screws (or short bolts if the locker 
is of plywood). A rubber stopper screwed to 
the locker holds the lid when opened suffi- 
ciently to save straining the hinges, and there 
is a plastic handle on the front of the lid. 

Lucy Vicror-SMITH, S.R.N., ORTH.N.CERT., 
Sister-in-Charge, Private Wing, 
Nuffield Orthopaedic Centre, Oxford. 


Nursing Times, October 7, 1969 


nize this early and call the attention of the surgeon tp 
the condition. 


(3) Inadequate suture which has not collapsed the 
cavity. This is also the surgeon’s business. 


Such a form of treatment, of course, goes against all 
previously accepted routine. It can be easily under. 
stood, however, that to treat those suffering from these 
large abscesses as outpatients and to have them com. 
pletely cured within one week is a very desirable form 
of treatment compared with the many weeks of jp. 
patient treatment with its painful dressings that pre. 
viously occurred. Nurses who have had to pack these 
large and painful abscesses in the past will be pleased 
to realize that the only nursing after-care required 
is to change dressings soiled from bowel opening and to 
remove the sutures on the appointed day. 







A The box attached to the locker. 


This practical and sim- 
ple piece of equipment 
is in experimental use 
at the Nuffield Ortho- 
paedic Centre, Oxford. 


4 A close-up of the box, showing 
how the bottom slides out for easy 
cleaning. 
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PAEDIATRICS 


Tuberculous Meningitis 


R. McLAREN TODD, M.A., M.D., M.R.C.P., D.C.H., Senior Lecturer in Child Health, 
University of Liverpool; Consultant Paediatrician, Alder Hey Children’s Hospital and 


Liverpool Maternity Hospital 


tuberculosis elsewhere in the body; occasionally 

there is direct spread—for example, from the spine 
or the ear—but usually the tubercle bacilli reach the 
brain through the bloodstream. Two main types of 
tubercle bacilli—human and bovine—affect man; over 
the past two decades the incidence of bovine infection 
has fallen considerably because of the increase of 
tuberculin-tested herds and because of pasteurization 
of milk. The human type of bacillus mainly affects the 
lungs and is transmitted through close contact with an 
infected adult. 

Tuberculous meningitis is sometimes the result of 
generalized miliary dissemination from the site of 
primary infection; but more commonly the tubercle 
bacilli reach the brain in small numbers through the 
bloodstream. Caseation then occurs with the formation 
of a tuberculoma (Rich focus) which at a later stage 
may rupture into the subarachnoid space, causing a 
tuberculous infection of the meninges. 

There has been a remarkable fall in the notification 
rate for respiratory tuberculosis and this is well illus- 


T stereos MENINGITIS is always secondary to 


Table 1. Notification Rate for Respiratory Tuberculosis 
per 100,000 population, England and Wales 
1948 


1958 
Male Female Male Female 
All ages Mes 7 86 76 43 
Birth to4 years .. 44 46 26 25 
5 to 14 years wage 58 21 24 


Table2. Number of Notifications, Tuberculosis of Meninges 
and Central Nervous System, England and Wales 


1954 1958 
Male Female Male Female 
All ages «ior QO 366 129 133 
Birth to4 years .. 104 108 40 37 
5 to 14 years Hef be 106 ey 34 


Table 3. Deaths from Respiratory Tuberculosis, England 


and Wales 
1948 1958 
Male Female Male Female 
All ages Pm Os (oe jb 7,485 2,949 1,050 
Birth to 4 years 105 93 5 5 
5 to 14 years a 34 99 5 2 


Table 4. Deaths from Tuberculosis of Meninges and 
Central Nervous System, England and Wales 


1948 1958 
Male Female Male Female 
All ages .. 647 665 44 49 
Birth to 4 years . 335 295 13 13 
5 to 14 years 387 149 gh 9 





Nowadays, as many as 90 per cent. of patients diag- 

nosed in the early stages of tuberculous meningitis 

eventually recover, but treatment may be prolonged 

over many months. On the whole, younger children do 
less well than older children. 











trated by the figures for 1948 and 1958 (Table 1). The 
number of notifications of tuberculosis of the meninges 
and central nervous system for the years 1954 and 1958 
are recorded in Table 2. 

The decline of deaths from tuberculosis over the 
period 1948-58 is also striking, and reflects the earlier 
diagnosis and more effective methods of treatment that 
have become available (Tables 3 and 4). These figures 
also indicate the effect of age on the outcome of tuber- 
culosis; it is always less favourable in children during 
the first few years after birth compared with the later 
years of childhood. 

Certain precipitating factors are also of importance, 
and any diseases such as measles, whooping-cough or 
pneumonia which tend to depress the general health 
of the child may promote the spread of tuberculous 
infection from the primary site of infection to other 
areas of the body. Trauma to the head may also precipi- 
tate the development of tuberculous meningitis in 
children with an active primary lesion. 


Clinical Features 


The account of the three stages in the clinical course 
of this disease, written nearly 200 years ago by Robert 
Whytt, professor of medicine at Edinburgh University, 
remains valid; and it is of interest to record extracts 
from his original description. 


First Stage. The children begin to have many of the 
following symptoms four, five or six weeks, and in some 
cases much longer, before their death. At first they lose 
their appetites and spirits; they look pale, and fall away 
in flesh; they have always a quick pulse and some 
degree of fever; they are thirsty and frequently vomit 
once or twice in a day or once in two days; they com- 
plain of a pain in the crown of their head or in the fore- 
head above the eyes; they are commonly costive; they 
cannot easily bear the light, and complain when a 
candle is brought before their eyes. 


Second Stage. I date the beginning of the second stage 
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from the time the pulse, from being quick but regular, 
becomes slow and irregular. This sometimes happens 
about three wecks, often a fortnight or less, before the 


death of the patient. During the second stage, most of 


the symptoms mentioned in the first continue. ‘They 
begin to get drowsy; they moan heavily; their eyes are 
often turned towards their nose or they squint out- 
wards, and sometimes they complain of seeing objects 
double. Some, towards the end of this stage, grow 
delirious and cry out in a wild manner, as if they were 
much frightened. 


Third Stage. When the pulse rises again to a feverish 
quickness and becomes irregular, the third and last 
stage may be said to begin. This 
change in pulse is observed five, 
six or seven days before death. In 
the third stage, the patient who 
before was little disposed to sleep, 
becomes drowsy and comatose. In 
this stage, the patients are some- 
times observed to be constantly 
raising one of their hands to their 
head; and are generally troubled 
with convulsions of the muscles of 
the arms, legs or face. 

Robert Whytt concluded that 
‘if this disease could be known 
early . . . it might sometimes be 
cured; but as it never discovers 
itself. . . till the action of the brain 
is disturbed . . . we have little to 
hope from any medicine.’ 


Early Diagnosis 


When streptomycin, the first 
really effective drug against the 
tubercle bacillus, became avail- 
able in 1947 it was imperative to 
make the diagnosis of tuberculous 
meningitis at the earliest possible 
stage. The classical triad of symp- 
toms—headache, vomiting and 
constipation—develops at a rela- 
tively late stage in the disease; from a study of 181 
patients Illingworth (1956) has shown that headache is 
a presenting symptom in only 28 per cent. of patients, 
vomiting in 25 per cent. and constipation in only 5 per 
cent. In his series, the commonest presenting symptoms 
were tiredness, lack of energy and irritability. The diffi- 
culty of early diagnosis arises because these rather vague 
symptoms commonly develop at the onset of many of 
the common diseases to which children are prone, and 
are in no way specific for tuberculous meningitis. 
Tiredness, lack of energy and irritability may, for 
example, occur during the incubation period of measles 
or when the child is developing an upper respiratory 
tract infection or in a baby about to cut a tooth; but the 
persistence of such symptoms for more than a few days, 
in the absence of any obvious cause, should make one 
consider the possibility of tuberculous meningitis. 





Tuberculous meningitis. The third cranial nerve 
may be involved, producing squint. 
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Another factor which is often misleading is a history 
of injury to the head, and this history was obtained in 
almost two out of 10 patients in Illingworth’s series, A 
history of trauma followed by drowsiness was such 
striking feature in a recent patient under my care that 
the possible diagnosis of subdural haematoma was 
considered, and a craniotomy was performed. 

Changes in the habits and personality of the child 
may enable an earlier diagnosis to be made. A child 
who is active and who resents his parents’ efforts to 
send him to bed may ask to go to bed earlier than usual, 
He may be restless and wakeful during the night, and 
more difficult to awaken in the morning. The child may 
also limit his physical and educational activities, and 
behave in such a way that his 
parents or teachers remark that 
he is ‘not himself’ or ‘off colour, 

Occasionally there is no history 
of vague ill-health and the illness 
may develop with dramatic sud- 
denness, the onset being marked, 
for example, by a convulsion or 
by the sudden development of 
hemiplegia. On the other hand 
the premonitory symptoms may 
be so mild that the parents may 
not seek medical advice for two or 
three months, and meanwhile the 
child may continue to attend 
school. 

Another important item in diag- 
nosis may be the family history, 
If the vague symptoms of ill- 
health described above develop 
in a child whose relations or 
neighbours are suffering from 
pulmonary tuberculosis, their sig- 
nificance is considerably greater 
and immediate investigation is 
indicated. 


Clinical Signs 


In the later stages of the disease 

clinical examination...will. reveal 

pyrexia, neck stiffness and positive Kernig’s sign, but 
in the early stage few, if any, abnormal signs may 
be present. Whytt thought that in the first stage 
these patients ‘have always a quick pulse and some 
degree of fever’. The significance of a quickened pulse 
rate is difficult to assess in children, and the pulse rates 
of many normal children are raised as a result of the 
emotional disturbance of a physical examination. An 
opportunity of observing the pulse rate at intervals and 
more especially when the child is asleep, would be of 
greater diagnostic help. It is true that in the earliest 
stage the temperature does not rise above normal, but 
in many such patients a temperature of 99°F. or more 
may be present towards the end of the day. The features 
of meningeal irritation—neck rigidity and a positive 
Kernig’s sign—are often absent, especially in young 
babies; but in such patients the tension of the anteriot 
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fontanelle may be slightly raised. 

Evidence of involvement of the cranial nerves, for 
example sixth nerve palsy resulting in inability to move 
the eye outwards, usually indicates an advanced stage 
of the disease; and photophobia, which Whytt thought 
was an early feature, does not usually develop until a 
late stage. Likewise, his observation that these children 
fall away in flesh’ suggests that the disease has been 
present for some weeks. i 

One of the important parts of physical examination 
is to look at the optic fundi for choroidal tubercles; 
although they are present in only a minority of patients 
their presence indicates tuberculosis with miliary 
spread. 


Investigations 


1. Tuberculin reaction. A positive Mantoux test or 
Heaf test indicates that the individual has, at some time 
in his life, been infected with the tubercle bacillus; it 
does not indicate recent tuberculous infection, but the 
younger the child the more significant is a positive 
reaction in this respect. While most children with tuber- 
culous meningitis, especially in the early stage, have a 
oa tuberculin test, some have a negative reaction; 

ence. a negative,.twberculin test does not exclude 
tuberculous meningitis. On the other hand a child who 
has had a positive tuberculin test for months or years 
because of BCG vaccination, may develop tuberculous 
meningitis. 

2. Chest X-ray may show enlargement of the hilar 
glands; sometimes a primary focus may be seen in the 
periphery of the lung; and if tuberculous meningitis has 
developed as part of a generalized tuberculous infec- 
tion, there may be miliary mottling throughout the lung 
fields. Tuberculous meningitis can still be present even 
when no active pulmonary lesion is visible on X-ray, 
but in most patients there will be a pulmonary lesion 
because tuberculous meningitis usually develops early 
in the natural history of the primary complex and often 
between three and six months of Mantoux conversion. 


3. Cerebro-spinal fluid (CSF) in tuberculous meningitis 
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Tuberculous meningitis. 
Hypertonus and neck retraction. 


is usually clear in the 
early stages; later it 
may appear somewhat 
opalescent, and later 
still it may be yellow- 
ish (xanthochromic) 
when a block in the 
cerebro-spinal circu- 
lation has developed. 
The cells in the fluid 
increase in number; 
in the earliest stage an 
increase of polymor- 
phonuclear leucocytes 
occurs but the lympho- 
cyte very soon becomes the predominant cell, varying 
in number from 40 to several hundreds per c.mm. When 
the fluid is allowed to stand in a test-tube, a fine spider- 
web clot may develop at the bottom of the tube. The 
clot should be examined under a microscope, after it 
has been stained with Ziehl-Neelsen’s stain, and in most 
cases tubercle bacilli will be seen. 

The protein level in the CSF rises progressively as the 
disease advances and when a block occurs the level may 
reach 1,000 mg. % or more. The level of sugar is usually 
diminished and is especially significant when it is below 
45 mg.% and wken there has been a progressive fall 
over a period of two or three days. Both glucose and 
fructose are present in the CSF and the fall of fructose 
is of especial value in diagnosis. 

The low chloride level, considered to be diagnostic by 
writers of the older textbooks, is a late effect resulting 
from diminished blood chlorides due to vomiting. The 
chloride level is normal in the early stage of the disease. 


4. Gastric Lavage. When tuberculous meningitis is the 
result of spread from an active pulmonary lesion, tuber- 
cle bacilli which have been coughed up and swallowed 
may be isolated from gastric washings. It is often 
necessary to demonstrate these organisms by culture ot 
guinea-pig inoculation, procedures which take several 
weeks, and are therefore of no value in early diagnosis. 


Treatment 
1. Specific Chemotherapy 


In 1938 Stewart wrote ‘of the various clinical types 
of tuberculosis occurring in man, tuberculous menin- 
gitis is unique in certain respects; particularly in that 
it results in death in practically 100 per cent. of the 
cases and does not respond to any known form of 
therapy’. This statement remained true until 1947 
when streptomycin first became available in this coun- 
try for clinical trial. 


Streptomycin is given by intramuscular injection once 
or twice daily in a total daily dosage of 20 mg. per 
pound body weight. The duration of treatment varies 
with the individual patient but streptomycin is usually 
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A reprint of the articles on DIVINE HEALING pub- 
lished in the NURSING TIMES, is available, price 
ls. 8d. including postage, from the Manager, Nursing 
Times, Macmillan and Co. Ltd., St. Martin’s Street, W.C.2. 











given for not less than three months and sometimes for 
six months or more. It may also be given by intrathecal 
injection into the CSF in a dosage not exceeding 50 mg. 
daily; fortunately it is rarely necessary to give pro- 
longed intrathecal therapy and many patients have not 
received this form of treatment since oral isoniazid 
was given concurrently with intramuscular streptomy- 
cin. Intrathecal injections lead to an increase of cells 
and protein in the CSF and therefore contribute to- 
wards the development of block. When given intra- 
muscularly, streptomycin may also have adverse 
effects; for example, it may cause skin rashes (urticaria, 
erythema), pyrexia, vomiting, damage to the vestibular 
branch of the acoustic nerve (dizziness) or damage to 
the auditory branch of the same nerve with consequent 
deafness, especially if dihydrostreptomycin is used. 


Para-amino-salicylic acid (PAS) may be given by mouth 
in a dosage of 0.25-0.5 g. per pound body weight daily 
in divided doses three or four-hourly. In many patients 
PAS will cause anorexia, nausea, vomiting and conse- 
quent loss of weight; it may also provoke a skin rash, 
and occasionally, owing to liver damage, jaundice. 


Isoniazid has proved of great value in all tuberculous 
conditions and is given in a dosage of 5 to 10 mg. per 
pound body weight per day in divided doses. It may 
cause a rash, purpura, dizziness, peripheral neuritis or 
convulsions. 


Combined treatment with intramuscular streptomycin 
and oral isoniazid is now standard therapy for tuber- 
culous meningitis, and isoniazid is usually continued 
for three to six months after streptomycin treatment has 
ceased. 


2. Prevention of Block 


One of the complications commonly encountered 
when specific chemotherapy was first used was block 
to the flow of cerebrospinal fluid owing to fibrosis at 
the base of the brain. Streptokinase and _ purified 
protein derivative (PPD) have been used to relieve 
block but steroid therapy has superseded other forms 
of treatment. Steroids diminish the inflammatory re- 
sponses in the meninges, thus fibrosis is prevented and 
chemotherapeutic agents penetrate more easily to the 
tubercle bacilli. Steroids are given by mouth; for 
example, as prednisolone in a dosage of 5 mg. three 
times daily for two to three weeks, after which the dose 
is gradually reduced and discontinued. 


3. Diet 


The child must have adequate fluid, calories, pro- 
tein, calcium and vitamins to enable the natural 
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defences of the body to play their part in the defeat of 
the tubercle bacillus. 


4. Rest 


Complete bed-rest is desirable during the early stages 
of treatment, but as the patient’s condition improves 
his activity should be increased. Complete rest for , 
prolonged period is harmful from the physical point 
of view as it may be associated with marked loss of 
muscle bulk and tone, and sometimes renal complica- 
tions (for example, calculus formation may occur); 
prolonged rest may also be harmful from the emotional 
and psychological standpoint. 


5. Physiotherapy 


When an arm or a leg has become weak or paralysed 
as a result of the tuberculous disease, physiotherapy 
promotes return to normal function; at first the treat- 
ment is passive and later active exercises are introduced, 


6. Education 


Because of the long-term nature of this disease the 
continued education of the child is of vital importance, 


Prognosis 


The immediate outlook for the patient with tuberculous 
meningitis depends upon three main factors: (a) the 
stage at which the disease is recognized; (b) adequate 
treatment; (c) age—on the whole younger children do 
less well than older children. Lorber (1960) reported 
that 131 (63%) of 210 consecutive children with tuber- 
culous meningitis who were admitted to Sheffield Chil- 
dren’s Hospital from 1947 to 1958 survived and 105 
(50%) have no neurological or other sequelae. Eighty 
patients received streptomycin, PAS and _ isoniazid, 
66 (83%) survived and 55 (69%) did not have any 
neurological sequelae. 


Long-term Effects 


Tuberculous meningitis is a long-term disease, re- 
quiring hospital treatment for many months and con- 
valescence for a variable period. The Jong-term effects 
are not yet fully known, for it is only’ during the past 
13 years that any form of satisfactory treatment has 
been available, and combined therapy has been used 
for a shorter time. 

The long-term effects include the following. 

(a) Physical defects: paralysis of one or more limbs; deal- 
ness—partial or complete; blindness—partial or com- 
plete; epilepsy; hydrocephalus; diabetes insipidus. 

(b) Mental defects: varying degrees of mental deficiency. 

(c) Emotional disorders: changed personality; tempet 
tantrums, and so on. 
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Tue nursEs we hear least about and yet who seem to be 
held in the highest regard by everyone are the district 
nurses. Why should this be? There are thousands of 
them all over the country, working day and night, and 
yet we rarely hear a complaint from them or from their 

atients. Is it because only in this branch of nursing 
are the patients nursed entirely by trained nurses? (Un- 
like the hospital patients, 75 per cent. of whose bedside 
care is given by learners.) Using their ingenuity, initia- 
tive and largely planning their own work, can it be that 
they are the only nurses who, as a group, derive ‘job- 
satisfaction’ from their work? 

Frankly, I know little about district nurses’ salaries 
and status. In the recent Whitley award they emerged 
rather lower in the scale than the ward sisters, but 
slightly above the staff nurses. But this doesn’t seem to 
worry them unduly. Perhaps they acknowledge the fact 
that their overall responsibility is rather less than that of 
the average ward sister; and perhaps, moreover, they 
are aware that the Staff Side of the Whitley Council 
tended to concentrate on the salaries of ward sisters in 
their last claim. And maybe they balance these things 
against the immense satisfaction that they must derive 
from their work. 

Not all of them, of course, live in country cottages 
with roses round the door, and not all of them tour 
around rural parishes in small cars. The other day I 
met three of them who worked in Kensington and Hol- 
land Park, areas of London that I connect more with 
Harrods and embassies than with district nurses. But I 
suppose even ambassadors and their staffs can be dia- 
betics and need insulin to be given daily; and indeed 
these three assured me that they work in luxuriously 
carpeted ambassadorial flats and then go on to tiny 


FODAY’S DRUGS 


Humatin (Parke, Davis) 

This is paromomycin, an antibiotic intended for the treat- 
ment of infections localized within the bowel, whether bac- 
terial or protozoan. It has been used to eradicate Shigella 
sonnei, Escherichia coli, and salmonellae, and in the treat- 
ment of other forms of bacterial enteritis, and intestinal 
amoebiasis. There appear to be no contra-indications, and 
antibiotic resistance does not develop. Given orally, the 
drugis relatively non-toxic, but it may cause some diarrhoea. 

Humatin is available only in capsules for oral treatment. 
Dosage ranges from 4 mg. to 50 mg. per kg. body weight. 
Doses of more than 12.5 mg. per kg. are almost invariably 
effective in five days. 

NHS basic price—16 250-mg. capsules, 40s- 


BM, 24.9.60, 
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bed-sitting rooms, where lonely elderly people try to 
live on pitifully small incomes. 

‘Illness you can do something about; loneliness you 
can do nothing to help’ one of these district nurses told 
me. But I am quite sure that these three were typical of 
the many district nurses who do a tremendous amount 
to help with the 20th century problem of loneliness. 
(Has it ever struck you that our society is so sick that a 
brand of cigarette can be sold on the slogan ‘You’re 
never alone with a Strand’ ?) 

Perhaps it is an awareness of actually doing some- 
thing themselves, individually, to help someone in a 
material sense as well as giving a more intangible form of 
comfort, that gives district nurses the immense satisfac- 
tion they seem to derive from their work. For if each 
one of us is honest, sometimes we need our patients as 
much as we hope they need us. It is when we cannot 
give them attention or when our time is splintered in a 
dozen different directions that we tend to feel dis- 
satisfied with ourselves and with our jobs—because we 
are not able to use properly the skills we have acquired. 

Recently the Nursing Times published in an article 
what I thought was an interesting and imaginative idea 
of training nurses in the homes, instead of in the ab- 
normal atmosphere of a hospital ward. But no one 
seemed sufficiently interested to comment. If we could 
nurse more people in their own homes and if we had 
the people to nurse them, we could relieve the immense 
and increasing pressure on the hospital beds. We might, 
at the same time, swell the ranks of nurses who are really 
satisfied by doing the job for which they were trained. 

And that, indeed, would be something well worth 
doing. 

WRANGLER. 





With the kind co-operation of the BRITISH MEDICAL JOURNAL, 
we have arranged to print abstracts from the popular series ‘To-day’s 
Drugs’ which appears weekly in that journal. 








Aldactone (G. D. Searle) . 


This is a synthetic steroid which can be prescribed in 
association with a conventional diuretic in cases where 
potassium depletion presents a problem, since it blocks the 
action of aldosterone on the renal tubules, thus increasing 
the loss of sodium, but decreasing the loss of potassium. 

There are no known contra-indications, but theoretically 
the drug should be used with caution when the level of 
potassium in the serum is raised. Mild headache may occur 
with small doses, and drowsiness with larger doses. Occa- 
sional rashes have occurred which have cleared when the 
drug was stopped. 


NHS basic price—100 100-mg. tabs., 289s. 10d. 
BM, 17.9.60. 
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Leucotomy 


WYLIE McKISSOCK, O.B.E., M.S., F.R.C.S., 


EE TT; ‘ : * 
Nursing Times, October 7, 1969 


NEUROSURGERy 


Neurological Surgeon, St. George’s Hospital; Surgeon, National Hospital, Queen Square, London 


1938 at the Burden Neurological Institute by the 

late F. W. Willway, and those of us who took up 
this branch of neurosurgery, often referred to in Amer- 
ica as ‘psycho-surgery’, have now over 20 years’ exper- 
ience of this operation and the many modifications it 
has undergone. 


| iss ae was first performed in this country in 


Early Experience 


In the first few years the use of the operation was 
largely confined to the hopeless patient suffering from 
long-standing schizophrenia who had already been 
subjected to all forms of therapy including insulin and 
often long courses of electrically induced convulsions. 
The results of operation in these unfortunate patients, 
many of whom were bereft of teeth, tonsils and adenoids 
and whose accessory nasal sinuses had been irrigated, 
drained or denuded of lining membrane, did little to 
popularize this new form of treatment. Occasional 
patients did, however, show remission of the disease 
process and a few were able to lead sheltered lives out- 
side a mental hospital. It was the small proportion of 
patients suffering from intractable melancholia or 
agitated depression in whom the better and more 
encouraging results were obtained and it should never 
be forgotten that it was F. L. Golla at the Burden 
Neurological Institute and G. W. T. H. Fleming of 


Area sectioned in standard pre-frontal 
leucotomy in antero-posterior view. 









Leucotomy has become a much safer operation during 
the 20 years since it was first performed in this 
country; the operation has been considerably modified, 
and a good deal of experience has been gained in its 
use, but it has been shown to be an unsuitable treat- 
ment for deteriorated schizophrenics. The present 
technique and the indications for its use are described, 











Barnwood House, Gloucester, who chose these more 
suitable patients for operation when they pioneered 
leucotomy in Britain. 

It was perhaps natural that the medical superinten- 
dents of mental hospitals were chary of trying out such 
an irreversible method of treatment on any but their 
hopelessly incurable patients. To produce an appre- 
ciable effect on such patients required a very extensive 
leucotomy: a wide section of the white matter of the 
frontal lobes placed far enough back to pass through 
the anterior horns of the lateral ventricles. As a result 
of choosing these deteriorated patients and the necessity 
for performing very extensive leucotomies, the outcome 
of operation was seldom a highly successful one and 
widespread feeling was aroused by the often undesirable 
side-effects: the laziness, lack of normal inhibitions, 
reduction of intelligence quotient and the like. The 
situation was in no way helped by the operation being 


Area sectioned in rostral leu- 
cotomy; antero-posterior view. 
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taken up by surgeons other than those trained in neuro- 
surgery. At one time, indeed, leucotomies were being 

rformed not only by general surgeons but by ortho- 
paedic, ear, nose and throat, and even genito-urinary, 
surgeons. alae ie 

As time passed, however, psychiatrists, gaining more 
experience of the results of these operations in the hands 
of competent neurosurgeons, began to recognize certain 
types of symptomatology which appeared to respond 
better to leucotomy than did others. It thus came about 
that the request for operative treatment of a psychiatric 
patient was based more and more upon such symptoms 
as anxiety, tension and agitation than upon a precise 
and particular diagnosis. It is fair, I think, to say that 
this change in the attitude of psychiatric opinion was 
responsible for a much greater degree of success in post- 
operative results, 


Personal Experience 


My personal experience consists of over 3,500 such 
operations performed in some 50 to 60 different hos- 
pitals and I have noted with interest this change in the 
type of patient referred for operation taking place, as 
the psychiatrists concerned have observed and pon- 
dered upon the desirable, and also the unwelcome, 
effects of operation. Almost invariably on a first visit 
to a hospital which had not previously made use of 
surgical treatment, the patients chosen for operation 
were the long-standing schizophrenic, the dangerous, 
often homicidal, paranoid individual or the patient 
with chronic mania of long duration. In few, if any, of 
these patients could much be hoped for from operation. 
In spite of the poor results the demonstration of the low 
mortality rate—some 3 per cent. in skilled hands— 
encouraged the psychiatrist to submit less deteriorated 
and resistant cases to operation. The next to be chosen 
were the involutional melancholics, the agitated de- 
pressives and the occasional sufferer from anorexia 
nervosa who had proved resistant to all other forms of 





Plane of standard pre-frontal 
leucotomy in lateral view. 
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treatment and for whom leucotomy did much good. 
Thus, the psychiatric staff of another institution would 
be on the road to the correct selection of cases for 
operative treatment. 

At this stage much attention was being paid to the 
occurrence of unwanted side-effects such as the blunting 
of perception, disregard for the feelings of others and 
loss of drive. As a result, neurosurgeons began the long 
series of modifications in the operation of leucotomy 
which, to some extent, are still taking place today. So 
from the original standard prefrontal leucotomy first 
described by Freeman and Watts there appeared more 
limited procedures designed to produce an adequate 
therapeutic effect but with diminished side-effects. 
Such were the cortical excisions of Lawrence Pool, 
cingulectomy, selective cortical undercutting and many 
others. 


Modifications of Operation 


My personal modifications have been almost en- 
tirely confined to ‘closed’ or ‘blind’ operations rather 
than those performed by open craniotomy such as 
cortical excision or ‘topectomy’ as being more simple 
but equally effective operations. From the standard 
prefrontal leucotomy, and at the instigation of Dr. 
William Sargant, the effect of partial sections of the 
white matter, usually the lower half of each prefrontal 
region, was studied. Attention was then turned to the 
medial aspect of the frontal lobe, a blind undercut of 
the superior frontal convolution being made similar to 
Scoville’s operation of cortical undercutting. Neither 
of these changes in technique was found to produce a 
sufficiently marked therapeutic change. The medial 
approach was then altered from an undercut of the 
superior frontal convolution to a narrow section of 
white matter in a plane running from just in front of the 
coronal suture downwards to the orbital plate at vary- 
ing points from before backwards. Pippard assessed a 
large series of these medial—or rostral—leucotomies 





Plane of rostral leu- 
cotomy; lateral view. 
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Obsessional states ae 2: 44 


Depressive states oe 73 


Anxiety states 


Schizophrenia 


Miscellaneous 





Rostral operation 


Standard operation .. ; 93 12 
Total operations 294 229 137 

















Table 1.—Analysis of types of mental disorder treated by 
leucotomy, and of the types of operation performed, 
during the period 1946--58 


and found the more anterior undercuts insufficient in 
effect while the more posterior sections tended to pro- 
duce side-effects similar to those of a standard pre- 
frontal leucotomy. This caused me to modify the line 
of section once again, taking the section from in front 
of the coronal suture just lateral to the midline, down- 
wards to the mid-point of the orbital plate. The greatest 
width of the section in the white matter is 2 to 3 cm. 
at the lower end of the section, progressively diminishing 
towards the cortex superiorly. In suitable patients, this 
section, now always referred to as rostral leucotomy, 
will usually produce the desired clinical effect with but 
minimal side-effect. 


Rostral Leucotomy 


Such undesirable sequelae as may follow this opera- 
tion are rarely evident in ordinary social intercourse 
but have to be sought for by psychiatric examination 
and psychological testing, and a high proportion of the 
patients are enabled to return to their normal life and 
occupation. It is, in fact, a satisfactory though very 
limited operation, confining its effect to the inferior and 
medial.part of each frontal lobe and carrying a mor- 
tality of less than ] per cent. Diminution in side-effects 
is also produced by other limited operations of the 
selective cortical undercutting type but such operations 
are much more major procedures requiring full neuro- 
surgical operating theatre facilities and it is doubtful 
if their therapeutic effects differ appreciably from those 
of blind rostral leucotomy which takes but 10 minutes 
to perform and can be done with safety in any mental 
hospital. 

Reference to Table | gives a good idea of what has 
been happening to the surgical treatment of mental 
disease during the period 1946-58 in the author’s 
experience. First there has been a steady decline in the 
number of standard leucotomies, with a great increase 
in rostral leucotomies. The bulk of the patients treated 
surgically are suffering from obsessional, anxiety or 
depressive states, while those schizophrenics treated 
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surgically are chosen for operation because their illnes 
is characterized by depression or tension. The patieny 
are thus being chosen for operative treatment becayge 
of the presence of symptoms of anxiety, tension and 
depression and not according to a particular diagnogis 
or type of illness. 


The Position Today 


What has happened, then, in this 20-year period has 
been, first of all, the demonstration of the relative safety 
of leucotomy but its unsuitability as a mode of treat. 
ment for deteriorated schizophrenics. Then followed a 
long period in which a number of psychiatrists gained 
experience of the effects of the operation, both good 
and bad, which led on to the various changes in tech. 
nique aimed at, and effective in, reducing undesired 
side-effects. Today, modified operations such as rostral 
leucotomy and other similar procedures have become 
an established form of treatment for intractable symp- 
toms of anxiety, tension and agitation occurring in a 
variety of mental illnesses. 

Operation, of course, should not be resorted to until 
all appropriate forms of conservative treatment have 
failed or until a psychiatrist experienced in the effects 
of modified operations considers this the correct course 
to pursue. With these provisos rostral leucotomy is now 
established on a firm basis, can be expected to relieve 
some 70 to 80 per cent. of patients upon whom it is 
performed, with a mortality rate of less than 1 per cent. 
The chance of serious deterioration in behaviour, 
character or working ability resulting from the opera- 
tion is minimal. 


Reprinted from ‘The Practitioner’, June 1960, by courtesy of the editors. 
Diagrams specially commissioned for the ‘Nursing Times’. 





Tests Urged on Food Additives 


‘SOME FOOD ADDITIVES already in use have not been 
adequately investigated . . . and their testing is a mat- 
ter of urgency.’ This was stated in the Monthly Bulletin 
of the Ministry of Health and the Public Health Labo- 
ratory Service in a report of an expert panel under the 
chairmanship of Sir Charles Dodds, Courtauld Pro- 
fessor of Biochemistry in the University of London. 

There has been widening concern of late over the 
need for more intensive tests of the effects on health of 
food additives and pesticides. The use of ‘permitted’ 
lists of tested substances that may be used safely in food | 
preparations (as in America) has been advocated by the 


Joint Committee of the Food and Agricultural Organi- 


zation and the World Health Organization. In Britain, 
‘prohibited’ lists are used so that at present it is possible 
for unlisted additives which may be unsafe to be added 
at the discretion of the manufacturer. Doctors are 
anxious in case unknown cancer-promoting substances 
are introduced unwittingly by food manufacturers. 
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A 1.A sedative is given the evening before 
operation. The anaesthetist may order 
atropine, gr. roo, One hour before opera- 
tion to inhibit secretions. Further sedatives, 
however, are contra-indicated, as they may 
slow the start of the baby’s breathing at 
birth. The anaesthetist examines the heart 
and lung fields. The patient is advised that 
she to have no food from the evening 
before operation; limited fluid may be 
allowed. 


THIS FILMSTRIP IS OBTAINABLE FROM 
RECKITT AND SONS LTD., HULL 


4. A self-retaining catheter is inserted and the bladder > 
emptied. The catheter is allowed free drainage throughout the 
operation and must not be removed until the doctor directs. 
As the bladder is an anterior abdominal organ during pregnancy, 
it must be empty before any anterior incision is made. 


CAESAREAN 
SECTION 


A filmstrip made at 
THE MATERNITY HOSPITAL, LEEDS 


A 2. On the day of operation, before skin preparation is begun, 
a last check is made of the foetal heart rate. This is charted. 


<4 3. The trolley for surgical preparation of the skin. On the top 

shelf, which is sterile, are: woollen swabs, dressing towels; 

Spencer Wells’ forceps; catheter and introducer; Cheatle 

forceps in Dettol solution; gallipots of methylated ether 

and Dettol. On the bottom shelf are: bottles of methylated 

ether and Dettol; clean gown, ong and socks; bowl for soiled 
swabs. 
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5. Skin shaved previously, and washed with soap and water, is prepared 

surgically. First application is of methylated ether, the second of surgical 

’ Dettol. This is repeated in the theatre. Advantage of a coloured skin 
preparation is that the area of preparation is clearly defined. 





6. Skin preparation from beneath the breasts to the thislihed, 
A clean gown is put on and a head covering controls tips 
slides, etc., have been removed, and it protects the 
Socks help maintain body warmth. Dentures are remgiiggs 
are secured by adhesive tape or removed to a pla 


N URGG 


49. The patient remains in the 
theatre until consciousness is 
regained. It is most important 
that she should not be left un- 
attended during this time. The = A 
position should be on the side, 
legs flexed, head forward, with the 
under-arm flexed on the patient’s 
back. Vomiting may occur during 
the recovery period. The nurse . . ss 
mat be abe t tho deneee of Preparing the patient for a tion b 
inhaled vomitus. Throughout the those associated with generg the chie 


recovery period the general con- ‘ ‘ 
aniak teaiie te cee, could be affected by sedaif§naesthet 








1a in the w; 
10. A record is made of the blood pressure. This tends to fall following 11. Blood pressure and pulse rate are orggsedatives. ( 
the delivery of the baby. It may be further reduced if the operation is charted at once. Doctor must be notified of hamege full ex: 
complicated by heavy blood loss or if the anaesthetic is prolonged. a rising pulse rate or a fall in blood pressure. ere by an 
oo’ 
i 
i 
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7. The patient is taken to the anaesthetic room 
by the ward nurse, the case notes and any 
X-rays being handed to the theatre sister. The 
nurse stays with the patient until the anaes- 
thetist and theatre staff take over. 
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&. The operation completed, the ward nurse again receives the patient. 

The ward bed has been brought to theatre to avoid unnecessary movement 

of the unconscious patient. Unnecessary exposure is also avoided. The 

lower jaw is held in a forward direction to prevent any obstruction in the 
airway. Lifting should be smooth and easy. 


RIG CARE BEFORE AND AFTER 





for @ection brings problems different from 
zener, the chief difference being that the foetus 
sedaifnaesthetic agents given to the mother. 


in in the ward the first essential is sleep. This is natural, 

or™sedatives. On awakening, further pillows are required to 

hamage full expansion of the lungs so that irritant matters 
ere by anaesthetic agents may be dispersed. 


ad 


CAESAREAN SECTION 


13. Deep breathing exercises are taught by the physiotherapist. Movement 

is an essential part of treatment in the immediate post-operative period, 

reducing minor discomforts and the danger of general stasis. The patient 
is now comfortable. 
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The poultice ready for application. 


The poultice is applied to the arm. 


Cotin wool w reain tte == APPLYING A KAOLIN POULTICE and a bande 


(see article opposite) 
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ing of kaolin, boric acid, glycerine, methyl 
salicylate, oil of peppermint and thymol. (See 
pictures opposite. ) 


\ KAOLIN POULTICE is made of a preparation consist- 





Functions 


/, To counteract inflammation by increasing the blood 
supply to the area, and to relieve pain caused by 
pressure on deep nerve endings. 


Principles 


To avoid burning the patient. 

To protect a tender skin by the application of olive 
oil to a reddened area. 

To apply comfortably so that the poultice may re- 
main in position 24 hours, thus preventing unnecessary 
disturbance of the patient. 

To prevent chill by protecting with cotton wool after 
removal of poultice. 





Requisites 


Tin of kaolin. 

Spatula. 

Old linen cut to size required. 
Cotton wool. 

Suitable bandage or binder. 
Safety pins. 

Inverted tray for spreading. 


Preparation of Poultice 


1, Place linen on inverted tray. Spread kaolin, } inch 
thick, evenly over the linen to within } inch of edge of 
linen. 
| 2. Cover kaolin with single layer of gauze and fold 
in the edges. 

3. Place tray on top of sterilizer to heat. 






Preparation of Patient 


Screen bed and explain procedure. Expose area to 
be poulticed. Clear locker. 


Procedure 


* T Carry heated poultice to bedside on tray, taking also 


wool, bandage and pins. 





6. Application of Kaolin Poultice 
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NURSING TECHNIQUES 





This series, prepared by the National Florence Nightin- 
gale Committee of the New Zealand Registered Nurses’ 
Association, and recommended for use in N.Z. nurse 
training schools, is reprinted from the ‘New Zealand 
Nursing Journal’ by permission of the editor. 











Test heat of plaster on forearm, and apply carefully 
over required area at correct temperature. Cover with 
cotton wool and apply bandage to retain in position. 

When re-applying plaster (usually after 24 hours) 
wash area and dry, and if skin has become reddened 
apply a little olive oil before re-applying plaster. 


Termination 


Leave patient comfortable. Remove screens. 

Wash all articles used, dry and put away. Nurse 
washes hands. At conclusion of treatment leave the skin 
area covered with cotton wool for a few hours to prevent 
chilling. 

The procedure was set up and demonstrated for the Nursing Times 


by student nurses of WANSTEAD HOSPITAL, London, by kind 
permission of the matron and principal tutor. 





WHO in Europe 


THE AVERAGE EUROPEAN Can expect to die from one 
of three causes: heart disease, cancer or an accident, 
according to Dr. P. J. J. can de Calseyde, WHO 
Regional Director for Europe, in his annual report for 
1959. These ‘modern’ causes of death are now top of the 
list, having replaced infectious diseases, and they bear 
witness to the fact that the average European enjoys 
comfortable living conditions and benefits from an 
efficient public health system—both of which add 
decades to his life if, in his youth, he avoids accidents, 
the chief cause of death in that age-group. However, 
even in the public health field, there is still room for 
improvement. Housing, air pollution, standards of 
drinking water, dental services for children, protection 
from atomic radiation, improved vaccines, better and 
cleaner milk, are some of the topics on which the WHO 
European office is working at the request of European 
governments. In 1959 WHO’s European office cost 
$1.400,000 (about £500,000). This report shows 
remarkably good value for money. 
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Book Reviews 


Blood Transfusion. A Guide to the Practice of Transfusion within 
Hospitals (second edition). George Discombe, M.D., B.sc. Heinemann 
Medical Books, 6s. 

This booklet is written for the new doctor on his first job as a 
houseman. It is handy, compact, and would be valuable for a 
ward reference library. While some of the information may be 
found in the Notes on Transfusion issued by the Ministry of Health, 
this book also contains much additional material, some of which 
is of importance to nurses. 

The chapters on the background, development and organization 
of the blood transfusion service are interesting, but especially 
valuable are chapters on avoiding errors, on storing, and on 
warming and freezing blood—the latter has a sad tale of a junior 
night nurse and some ice-cream. The importance of proper 
organization within the hospital is made clear. The technical 
information given is less. useful for nurses, though Dr. Discombe 
is able to show the different viewpoints of clinician and patholo- 
gist, and perhaps evoke the nurse’s sympathy for both. 

This book is best suited to the young doctor and the medical 
student; but nurses reading it should be able to avoid mistakes 
frequently made in connection with blood transfusion. 

V. M. JENKINSON, S.R.N., S.C.M., D.N.(LOND.) 


The Catholic Marriage Manual. Rev. George A. Kelly. Hale, 
21s. 

Written by the director of the Family Life Bureau of the Arch- 
diocese of New York, this book is a soundly balanced and com- 
prehensive volume that can be recommended to all Catholic 
couples and any Catholic nurse. 

The text of the book is readable, simple in style, and printed on 
good quality paper. 


It is difficult to single out any particular section. However, on 
was impressed by the chapters on Danger Signs in Marriage and 
The Privilege of Parenthood. 

It would be a helpful book for the non-Catholic Synacecological 
or midwifery ward sister who requires a more precise knowledge 
of the principles of Catholic marriage. 

As an afterthought, which in no way detracts from the intrinsic 
value of this book, the American way of presentation may possibly 
irritate the English reader. 

E. Major, S.R.N., S.C.M., M.Tp, 


BOOKS RECEIVED 


Disc Lesions AND OTHER INTERVERTEBRAL DERANGEMENTS, F, J. 
Crisp, M.D. Livingstone, 15s. 

THE Roap To Mopern Surcery. Hugo Glaser. Lutterworth, 30s, 
‘TEXTBOOK FOR HEALTH Visitors (second edition). Llywelyn Roberts, 
M.D., M.R.C.P., D.P.H., Beryl Corner, M.D., .R.C.P., D.P.H,, and C,H, 
Shaw, M.D., M.R.C.S., D.P.H. Bailliére, Tindall and Cox, 32s. 6d. 
PracticaL Notes on Nursinc Procepbwures (third edition). Jessie D, 
Britten, s.R.N. Livingstone, 15s. 

CasuaLty SERVICES AND THEIR SETTING. A Study in Medical Can 
published for the Nuffield Provincial Hospitals Trust by the Oxford 
University Press, 7s. 6d. 

MeEnTAL HEALTH AT HoME AND ABROAD. Proceedings of a Conferen 
held at Church House, Westminster on 24th and 25th March, 196). 
National Association for Mental Health, 5s. 

Dr. Ip, THE Story or Dr. IDA SCUDDER oF VELLORE. Dorothy 
Clarke Wilson. Hodder and Stoughton, 21s. 


FILM APPRAISALS 


Quads are Born 


Film sponsored by and available from Cow and Gate Lid., 
Home Sales Department, Guildford, Surrey. 16 mm., running 
time 13 minutes, colour with sound commentary. Commentary 
and introductory notes by Mr. F. Hamilton Leckie, L.R.C.S., 
L.R.C.P., L.R.F.P.S., M.R.C.0.G., Ph.D., the obstetrician 
concerned ; made at the Eastern Matermty Hospital, Glasgow. 


The obstetrician finds that a woman attending the ante- 
natal clinic is expecting quadruplets. Two months before 
she is due, she is admitted to hospital for rest. One month 
later uterine contractions begin, and because after 48 hours 
little progress has been made it is decided to do a Caesarean 
section. A local photographer films the operation and his 
8 mm. film is made into a 16 mm. film. As it was impossible 
to introduce a camera team into a theatre already awaiting 
four babies, the lighting for some of the shots is not perhaps 
as good as one sometimes sees; nevertheless this does not 
detract from this unique film, showing four babies born in 
60 seconds from the instant of skin incision. 

Of course this is an interesting film—not one that can be 
fitted into an ordinary midwifery teaching programme 
perhaps—but as exciting relief one hopes that midwifery 
schools can find 12 minutes to show it. It is loaned free. 


Breast Feeding 


Film produced by and available from Stanley Schofield Produ 
tion Ltd., 6, 7 and 8, Old Bond Street, London, W.1. Running 
time 21 minutes, colour with sound commentary. Hire rates 3 gn. 
Sor two to three days. 


This film was made at the British Hospital. for Mothers 
and Babies, where the late Dr. Waller worked for many years. 
He was particularly interested in breast feeding, and _ the 
film shows the special methods he developed to encourage 
and enable his patients to breast feed their babies. The 
detailed instructions given to women in the antenatil 
period and during lactation are very carefully demonstrated, 
as are the treatments for sore nipples and engorged 
breasts. 

In order to teach pupil midwives and expectant mothes 
this care, practical experience is essential, but in 20 minute 
the film gives a picture of the over-all care. 

The value of this film in teaching pupil midwives depends 
to a certain extent, on the enthusiasm for breast feeding d 
their school, and the methods in current practice there 
Discussion would be stimulated if it were seen by a group 
of midwives. 


Nora Dixon, s.R.N., D.N.(LOND} 
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Local Government 


Dorset County Council 


Domestic Help Service One of the less spectacular provisions 

of the National Health Service Act of 
1948 was the power it gave to local authorities to provide a 
domestic help service for homes in which, through illness, 
childbirth, or age, there was no one to ‘keep the home fires 


burning’. 











In a special contributed article to the 1959 annual report 
of Dr. A. A. Lisney, Dorset county medical officer of health, 
Dr. M. C. MacLeod, the senior medical officer, discusses 
the development of the domestic help service throughout 
Dorset. 

In 1950 there were 66 home helps—nearly all part-time 
or casual—in the county. By 1959 this figure had risen to 





A Dorset home help in action. 


240. But, as the number of workers has risen, so has the need 
for their services. 1,272 homes benefited from the service 
last year, as against 274 in 1950. 

Dorset’s home helps are of a high standard and have a 
keen sense of vocation. Examples of ways in which they 
have done more than could reasonably be expected of them 
include the provision of Sunday dinners to elderly people 
living alone and arranging for their husbands and friends to 
carry out interior decorations on behalf of some of their 
cases. 

In Poole four volunteers have formed a ‘black squad’ to 
go into dirty homes and do an initial clean-up before the 
regular home help takes over. 

Dr. MacLeod concludes: ‘Where there has been a good 
local voluntary organizer the home help service has dealt 
with all emergencies and requests from elderly and chronic 
sick cases. The service has now outgrown the voluntary 
organizers and it has been necessary to employ part-time 
salaried assistants. A steady annual increase has occurred in 
the number of cases helped, particularly in connection with 
the elderly and chronic sick; priority is however given to 
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Health News 


maternity cases and those in which young families are in- 
volved. For its size and comparatively low annual expen- 
diture the domestic help service does more than any other 
single branch of the social services to effect savings in the 
use of chronic sick beds in hospital, old persons’ homes and 
children’s homes.’ 


City of Carlisle 


Smoke Screen Carlisle’s MOH, Dr. James Rennie, is con- 

cerned about the number of lung cancer 
deaths in the 45-65 age group. ‘In this disease’, he says, ‘we 
know at least one of the contributory factors—cigarette 
smoking—but in spite of national and local propaganda the 
public would apparently prefer an early death to abstinence. 
There is little use preaching to the young not to smoke when 
the atmosphere in the home, public transport and cinema 
lies in a pall of smoke and the habit is extolled on the tele- 
vision screen.’ 


County Borough of Dewsbury 


Dewsbury’s Swimmers Dewsbury Corporation was justifiably 

proud of the fact that Miss Jean Old- 
royd of Dewsbury had been selected as one of the swimming 
team to represent Great Britain at the Rome Olympics. 
They sent her a telegram of congratulation and decided to 
grant her the free use of the Corporation’s swimming baths 
for a year. 

It seems unfortunate that at the same meeting the 
Council were unable to grant the request of the Yorkshire 
Region of the Central Council for Physical Recreation for 
the use of the swimming baths for one hour a week for a 
period of eight weeks beginning late in September in con- 
nection with the national ‘Learn to Swim’ campaign. 


Southwark Metropolitan Borough Council 


Compulsory Removal One of the least used and least popular 

sections of the National Assistance Act 
1948 is that which gives an MOH power to apply to a Court 
for an order compelling a sick person to be removed to hos- 
pital. Yet sometimes a local authority has no alternative but 
to authorize this action. 

Southwark’s MOH had for some time expressed his 
concern to the council about the conditions under which a 
60-year-old woman was living—principally because of lack 
of will on her part to leave her bed. Eventually it was 
decided that there was nothing that could be done for her 
except to arrange for her compulsory removal to hospital. 

The MOH therefore applied for an order for her removal 
to hospital. In making the order the magistrates stated that 
they had been very impressed with the care and trouble 
taken for her welfare by the MOH and his staff. 
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Letters to the Editor 


A NURSE OR NOT A NURSE? 


Mapam.—lIt is likely that many 
public health nurses were shocked to 
read that a speaker from a Royal 
College of Nursing conference plat- 
form (see Nursing Times, September 
23) stated she does not want to be 
called a nurse. Fortunately she said 
it was a personal outlook, for I feel 
sure, and sincerely hope, it does not 
voice the opinion of many health 
visitors. 

The health visitor is fundamentally 
a nurse and her background of nurse 
education is her greatest asset. The 
function of the health visitor is health 
education and social advice; she ts a 
social worker concerned primarily 
with personality. Her colleague social 
workers trained in social case-work are 
concerned generally with breakdown. 

Let us make no mistake, if health 
visiting moves from the fold of the 
nursing profession and from the team 
of nursing colleagues it will lose more 
than it will gain and will render a 
great disservice to great nurse leaders 
and pioneers in health visiting at a 
time when more than ever before 
health visiting is being recognized as 
an important and vital part of the 
nursing profession and of the social 
services. 

If Miss Whitehouse wishes to dis- 
pose of her right and privilege to the 
title ‘nurse’ she is at liberty to do so 
but I would suggest that she never 
again denigrate our profession from 
a Royal College of Nursing platform 
where the policy and principles of the 
nursing profession at its best should be 
upheld. 

HEALTH VIsITOR. 
London. 


NURSING IN INDUSTRY 


Mapam.—Although on holiday— 
after reading the Nursing Times of Sep- 
tember 9, especially M. Gilhespy, on 
Nursing in Industry—she like myself 
seems to think that the industrial nur- 
ses’ duties include a lot more than the 
bandaging of cut fingers and minor 
complaints in the first-aid surgery. 

But I’m afraid my impressions and 
thoughts of the industrial nurses’ 
duties have all been wrong—knowing 
that a local factory with 500 em- 
ployees didn’t even advertise their 


vacancy for surgery nurse and started 
a nursing orderly without references 
(just on word of mouth) for their in- 
dustrial nurse in the surgery—in pre- 
ference to two SRNs and one SEAN 
who also applied for the job when 
they heard it was becoming vacant 
(verbally). 

The reason given by the personnel 
manager for not having a trained 
nurse was—he couldn’t compete with 
the wages expected. It seems to me 
that in this day and age financial ex- 
penditure is more important than 
human life. 

Now is it necessary for girls to do 
their SRN (never mind the industrial 
nursing cert.) to enable them to obtain 
an industrial nurses’ post in a factory ? 
What do other readers think of this? 

DisGRUNTLED S.R.N. 
Warwickshire. 





Letters should be addressed to the Editor, 
‘Nursing Times’, Macmillan and Co. 
Ltd., St. Martin’s Street, London, 
W.C.2. Names and addresses need not be 
published but must be given. 











DEFENCE MECHANISMS IN 
NURSING 


Mapam.—I have read Miss Men- 
zies’ article in the Tavistock Journal 
Human Relations, R.M.N.’s review in 
the Nursing Times ‘Defence Mechan- 
isms in Nursing’, and the correspon- 
dence which followed. 

Miss Menzies describes certain de- 
fence mechanisms which may be used 
by nurses. Your reviewer, R.M.N., 
feels that the nurses concerned do not 
so much use defence mechanisms as 
suffer from an incompetent matron. 
Correspondent One thinks that Miss 
Menzies’ article is ‘merely a projected 
anxiety state in the author herself.’ 
Correspondent Two accuses R.M.N. 
of dealing with Miss Menzies by 
rationalizing every defence mechan- 
ism described. 

So straightaway we have the kind 
of argument which makes psychiatric 
nursing the fascinating study it is. 
Here is a vital and controversial report 
of an investigation into a problem 


which confronts every one of us jp 
every hospital, to some degree, if we 
are honest. 

On the same page as the review of 
Miss Menzies’ article were printed some 
words of Professor T. Ferguson Rodger, 
spoken to the World Federation fo, 
Mental Health last month, ‘It is g 
heart-warming experience for a py. 
chiatrist to join in a discussion witha 
group of nurses. Their enthusiasm and 
their ready insight into the problems 
of patients suggests that they ar 
ready to be leaders and teachers in the 
field of mental health.’ 

If we are really ready, as Professor 
Rodger thinks, then we must have 
insight into our own problems as well 
as those of patients. We should be dis. 
cussing this report in our own hospi- 
tals, with our own matrons and nur. 
ing colleagues. Miss Menzies’ admira- 
tion for the courage of the nurses she 
met makes one hope that she might 
also appreciate the courage of any 
hospital daring to hold such discus. 
sions, and might be willing to join 
them. 

BysTANDER. 
Bromley. 


TODAY’S DRUGS 


Mapam.—I would like to expres 
my appreciation of your feature 
‘Today’s Drugs’. It has been of the 
utmost value to me in the nursing ofa 
difficult and intractable case of B. coli 
infection. The patient, who was on 
Doriden for two years, developed an 
acute allergy particularly affecting the 
head and alimentary canal. Your 
paragraph about Doriden gave the 
necessary clue and on stopping the 
drug the baffling allergic condition 
disappeared at once. 

Again, thank you. 

CoLLece MemBEr 45471. 
Dublin. 


MANAGEMENT 
OF AN ILEOSTOMY 
Mapam.—I was gratified by 3 


recent implication in the Nursing Time 
that up-to-date nurses should know 


‘how to manage an ileostomy applianc. 


Yet owing to the rarity of the oper 
tion it happens too often that even tht 
ileostomist leaves hospital without 
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having been taught how to manage it. 

If any sister tutor wishes her pupils 
to see a clinical demonstration of 
ileostomy techniques she should ap- 
roach the local secretary of the 
Ileostomy Association, who would be 
only too glad to arrange for a well- 
rehabilitated member to visit the 
classroom. 

The address of the Secretary 
(National Council) is: 15, Witherford 
Croft, Solihull, Warwickshire. 

A. MITCHELL, Hon. Secretary, 
Scottish Division, 
Tleostomy Association. 

St, Monance, Fife. 


‘CARE OF THE BACK’ 


Mapam.—In the article ‘Care of 
the Back’ (Nursing Times, September 
23), under Curative Treatment, the 
New Zealand training schools com- 
mittee have committed a grave error 
in listing the application of penicillin 
cream, alongside acriflavine and red 
lotion, to a bedsore. 

The use of antibiotic creams and 
powders to bedsores, etc., is one of the 
reasons why we are now faced with 
micro-organisms which are resistant 
to antibiotics. 

Please, only use antibiotics on the 
medical officer’s instructions. Then he 
will usually supplement local applica- 
tion of powders and creams with 
systemic injections. Unless, of course, 
you wish to deal with a pneumonia 
which will not respond to antibiotic 
therapy some time in the future. 

Joun Cowl, R.G.N., R.M.N. 
Dumfries. 


ROYAL COLLEGE OF NURSING 
LIBRARY 


Mapam.—Human nature being 
what it is, the efficient service tends to 
get comparatively little attention from 
your correspondents. 

I am writing, therefore, to pay 
tribute to the truly efficient service 
given by the Library of the Royal 
College of Nursing. To give but one 
example: I had occasion, recently, to 
require information on the compara- 
tively uncommon subject of medical 
hypnosis. In this library I found avail- 
able a section of books to be borrowed 
and a list of up-to-date article refer- 
ences. 

College members have reason to be 
grateful to all those concerned in 
building up the most extensive library 
in the country. 

N. B. BATLEy. 
Hastings. 





TRANSATLANTIC NURSING 


Mapam.—It is perfectly true that 
a man is accepted by his fellows on his 
own assessment of himself. 

Having studied nursing on the 
North American continent for several 
years, I am of the opinion that it is 
the enormous ego and self-assurance 
of the American nurse which gives 
rise to the exalted regard in which 
American nursing and training meth- 
ods are held by many senior members 
of the nursing profession in Britain and 
other European countries. 

It is very obvious, from the trend of 
British nursing towards American 
methods, that the hierarchy accept the 
standard of nursing and nurse-training 
as presented by their American col- 
leagues. But how many leaders of 
British nursing have actually worked 
on a ward in the States, and seen 
behind the facade of philosophies, 
objectives, creeds, and visual display 
of elaborate curricula? How many 
have been patients in Canadian hos- 
pitals, and compared their care with 
that given across the Atlantic? 

Yet British nurses continue to flock 
to the States on expensive study tours. 
Why do American nurses not go to 
Britain on a similar basis? Because 
they are quite confident that we can 
teach American nursing nothing. Few 
wish to learn about what they con- 
sider the old-fashioned system of 
British nursing—of this, I am being 
constantly reminded. 

While not denying that Britain can 
learn from American sources, I feel 
that the reverse is infinitely more true. 
America has a long way to go before 
it can even approach the standards of 
British nursing. Far too little thought 
is given in North America to the 
physical nursing care of the patient. 
Even their examinations are designed 
to assess the administrative capabilities 
of the nurse, rather than the extent 
to which she is capable of caring for 
someone who is sick. This is a task for 
nursing assistants and ward aides they 
say. It is very significant that, both in 
Canada and the USA, the title of 
‘nurse’ has been dropped, in favour 
of ‘Miss So-and-so.’ 

In one hospital recently, a newly 
qualified instructor who had had no 
postgraduate nursing experience 
whatsoever, announced with great 
aplomb that all her lectures were 
prepared, and that she was not in the 
least apprehensive about the course of 
lectures that she had undertaken to 
deliver. That is but one example of the 
over-confidence and self-satisfaction 
frequently found. But even there, the 
British nurse can learn—to be a little 
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less modest and display to the world 
that she can do as well as, nay, better 
than, the next one. 

Do not assume, therefore, because 
American nurses think their methods 
best, that they are in fact! 

Impressive ?—yes. Sound ?—no! 

FLOREAT ANGLIA. 
North America. 


THEORY AND PRACTICE 


Mapam.—In the article on Cardiff 
Royal Infirmary the principal tutor is 
showing the correct use of a bedpan- 
washer. 

The nurse is wearing a protective 
gown. It is unnecessary and time- 
consuming for nurses to put such a 
gown on when washing a bedpan in a 
bedpan-washer. One could not wear 
such a gown in the ward where the 
bedpan is also handled. 

We must learn to use the correct 
method in the school to carry out these 
procedures, but it should also be the 
way used in the ward. 

If we are going to stop being taught 
‘outmoded methods’ let us start now. 

JAMEs RosBert TAIT, S.R.N. 
New Malden, 
Surrey. 


THANKING OUR READERS 

Mapam.—FEarlier this year you 
kindly published an appeal on our 
behalf for voluntary helpers for our 


- John Horniman Holiday Centre for 


physically handicapped children, and 
I would like to thank, through your 
columns, all those people who so 
kindly offered their services. 

It was quite impossible to take 
advantage of all the offers of help we 
received. So overwhelming was the 
response to our appeal that we were 
able to obtain sufficient voluntary 
helpers to run a second holiday centre 
and thus give 36 children the pleasure 
of a holiday by the sea. 

GracE RATTENBURY, 
General Secretary, 

Invalid Children’s Aid Association. 

London, W.8. 


‘The Vintage Years’ 


The BBC are televising four weekly 
programmes on old age from November 
17. They are produced by Mrs. Beryl 
Radley, who was responsible for the recent 
series about adolescence, The Years of Con- 
fusion. The new programmes will consider 
preparation for retirement, the needs of 
old people, schemes and aids to help them 
come to terms with old age, and geriatric 
illness. 








LONDON NURSING EXHIBITION 


Visitors are invited to call at the ‘NURSING TIMES? stand at the 45th 
Annual Professional Nurses and Midwives Conference to be held at the Seymour 
Hall, Seymour Place, W.1, from October 10-16. The exhibition is sponsored 
by the ‘Nursing Murror’; a list of exhibitors is given on page 1258. 


Monday, October 10 


11 a.m, 
12.15 p.m. 


2.45 p.m. 


4.30 p.m. 


Opening of conference by the Duchess of Kent. 
Inaugural Lecture—Vursing Round the World, Professor 
Charles Wells, Professor of Surgery, University of 
Liverpool. 

Cerebral Surgery, P. H. Schurr, Consultant Neuro- 
surgeon, Guy’s Hospital, the Bethlem Royal and The 
Maudsley Hospitals, London; Surgeon, Guy’s- 
Maudsley Neurosurgical Unit. 

The Value of Tonics, J. C. Houston, Physician to Guy’s 
Hospital, London. 


Tuesday, October 11 


10.30 a.m. 


11.45 a.m. 
2.15 p.m. 


3.30 p.m. 


4.45 p.m. 


New Drugs and Developments in Mental Diseases, 
J. D. W. Pearce, Physician in Charge of the Depart- 
ment of Psychiatry, St. Mary’s Hospital, London. 
Nursing of Abdominal Cases, J. C. Barrett, Senior 
Surgeon, Leicester Royal Infirmary. 

Leukaemia, E. F. Scowen, Director of Medical Unit, 
Royal Hospital of St. Bartholomew, London. 

The Nursing of the Paraplegic Patient, L. Guttmann, 
Director, National Spinal Injuries Centre, Stoke 
Mandeville Hospital, Aylesbury. 

The Importance of Sterilization in Home and Hospital, 
E. M. Darmady, Senior Pathologist, Portsmouth and 
Isle of Wight Area Pathological Service. 


Wednesday, October 12 


10.30 a.m. 


11.45 a.m. 


2.15 p.m. 


3.30 p.m. 


International Mental Health, A. Balfour Sclare, Senior 
Lecturer in Psychological Medicine, University of 
Glasgow. 

Staphylococcal Infection of the Skin, Professor John 
Ingram, Professor of Dermatology, University of 
Durham. 

Diseases of the Mouth, Professor Robert Bradlaw, 
Dean and Director of Studies, Eastman Institute of 
Dental Surgery, London. 

Cancer of the Breast, J. E. Richardson, Surgeon to the 
London Hospital. 


4.45 p.m. 


6.30 p.m. 
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EXHIBITION HOURS 


Monday: 11 a.m.—7 p.m, | 
Tuesday: 9.45 a.m.—7 p.m, | 
Wednesday: 9.45a.m.—9 p.m, | 
Thursday: 
Friday: 


9.45 a.m.—7 pm, | 


9.45 a.m.—6 P-m, | 








Modern Trends in Anaesthesia, J. P. Payne, Lecture 
Anaesthetist to the Postgraduate Medical School of 
London, Hammersmith Hospital, London. 

Health Education, C. G. Eastwood, Medical Officer of 
Health and Principal School Medical Officer, City 
of Cambridge. 


Thursday, October 13 (Midwives’ Day) 


10.30 a.m. 


11.45 a.m. 


2.15 p.m. 


3.30 p.m. 


4.45 p.m. 


Management in Obstetrics, Professor J. H. M. Pinkerton, 
Professor of Obstetrics and Gynaecology, Institute of 
Obstetrics and Gynaecology, Queen Charlottes 
Hospital, London. 

Research in Mongolism, Dr. Josefine Webb, Depart. 
ment of Social Medicine, University of Oxford. 
Cause and Prevention of Miscarriage, J. Sinclair MacVine, 
Obstetrical Surgeon and Gynaecologist, Central 
Middlesex Hospital, London. 

The Present Position of Normal Labour, James Vincent 
O’Sullivan, Senior Obstetrical and Gynaecological 
Surgeon, Kingston Hospital, Surrey. 

Care of Multiple Births, H. R. Duval, Consultant 
Gynaecologist and Obstetrical Surgeon, Coventry 
and Warwickshire Hospital, Coventry. 


Friday, October 14 


10.30 a.m. 


11.45 a.m. 


2.15 p.m. 


3.30 p.m. 


4.45 p.m. 


Treatment of Arthritis of the Hip, Hubert L-C. Wood, 
Orthopaedic Surgeon, King’s College Hospital, 
London. 

Modern Concepts of Coronary Thrombosis, L. B. Cole, 
Senior Physician, Addenbrooke’s Hospital, Cam- 
bridge. 
The Treatment of Poliomyelitis from an Orthopaedic 
Standpoint, Miss L. M. Prior, Superintendent Physio- 
therapist, Royal National Orthopaedic Hospital. 
Leprosy in Great Britain and its Nursing Care, W. H. 
Jopling, Senior Hospital Medical Officer, Physician, 
Hospital for Tropical Diseases, London. 

Nursing in the Royal Navy, Miss Cynthia F. J. Cooke, 
A.R.R.C., Q.A.R.N.N.S., Superintending Sister, Royal 
Naval Hospital, Haslar. 





Monday, October 10 


Thursday, October 13 





1 p.m. Investigation of Female Sterility. 
Recent Advances in Cardiac Sur- 
gery. 

How to Mask. 

Hospital Sepsis: A Communi- 
cable Disease. 


6 p.m. 


Tuesday, October 11 
Ip.m. 100 Million Electron 
against Cancer. 
Urine Analysis for Diabetics. 
6p.m. The Thomas Splint. 


Volts 


FILM 
PROGRAMME 


Wednesday, October 12 

lp.m. Ambulant Treatment of Leg 
Ulcers. 
Simplified Urine Analysis. 
Three Aspects of Physiology: 
Digestion, Energy and Blood 
Formation. 


lp.m. My True Account ... History 
of Bottle Feeding. 

The Management of Twins in 
Pregnancy and Labour. 

Active Management of the Third 
Stage of Labour. 

The Sorrento Way: Care of 
Premature Babies. 


Friday, October 14 

Il p.m. Antiseptics in Cross-infection. 
Atheroma: Prevention of Ar- 
terial Disease by Diet. 


6 p.m. 
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Royal College of Nursing 





Roya. CoLiecE or NursING 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpinsurGH: 44, Heriot Row 

Betrast: 6, College Gardens 


PUBLIC HEALTH SECTION 


Quarterly Meeting and Conference 

The civic reception for members on October 
14 is being held by kind invitation of the City 
of Newcastle (not the City of Nottingham). 


Liverpool. Carnegie Clinic, October 17, 
31, and November 14, 6 p.m. The Adolescent, 
course of lectures by Dr. Frazer, Department 
of Psychological Medicine, Alder Hey Hos- 
pital. (First lecture was October 3). Members 
ls. a lecture, non-members 2s. 


OCCUPATIONAL HEALTH 
SECTION 


Birmingham. Bethany House, Lench 
Street, Wednesday, October 12, 6.30 p.m. 
Town and Country Planning, Miss Base. 


North Eastern and South Eastern 
Metropolitan. Messrs. Body Manufacturing 
Group, Ford Motor Company, Dagenham 
(formerly Briggs), Chequers Lane, Dagenham, 
Essex. Tuesday, October 11, 6.30 p.m. Meet- 
ing; Dr. J. C. Cape will give a talk on Noise. 
(District Line to Dagenham Heathway then 
139 bus. 723 Green Line from Aldgate to 
Chequers Lane.) 


BRANCHES 


Bath. Teaching Department, Royal United 
Hospital, Thursday, October 27, 6.30 p.m. 
The New Mental Health Act, Dr. W. E. W. 
Bridger, medical superintendent, Mendip 
Hospital, Wells. Discussion on the BSC agenda 
will follow. 


Glasgow. Monday, October 17, 7 p.m. 
(Please note time.) Visit to Glasgow Art 
Galleries. 


Manchester. Nurses residence, Manchester 
Royal Infirmary, Manchester 13, Monday, 
October 17, 6.30 p.m. Discussion of resolu- 
tions for BSC. Speaker, Miss S. M. Benson, 
area organizer. 


North Western Metropolitan. Cowdray 
Hall, RCN, Cavendish Square, W.1, Satur- 
day, October 22, from 11 a.m. Annual fair and 
reunion. Coffee 11 a.m., lunch 12 noon-1.30 
p-m., tea 3-4.30 p.m. Gifts for stalls to Branch 
office, 106, Crawford Street, W.1, or section 
secretaries; or to College day before or morn- 
ing of fair. Friends welcome. Entrance 6d. 


Swansea Branch Study Course 


Swansea Branch will hold a post-certificate 
course at Swansea Hospital on October 12 
and 13. 


Wednesday, October 12 

9.45 a.m. Surgical Conditions of the Rectum, Mr. 
C. H. Tanner, M.B., F.R.c.s. 

11.30 a.m. Modern Trends in Traumatic Surgery, 
Mr. H. J. Hambury, F.r.c.s. 

2.30 p.m. The Management of Respiratory Failure 


RCN Working Party on Casualty Services 


The composition of the RCN Working 
Party on Casualty and Accident Services 
has been announced, and will be as 
follows, 


Miss L. J. Ottley, chairman. 

Miss Carpenter, Sister, Women’s Accident 
Ward, Luton and Dunstable Hospital. 

Miss J. E. Clark, Regional Nursing Officer, 
South East Metropolitan Regional Hos- 
pital Board, London, W.2. 

Miss E. N. Clatworthy, Matron, Birming- 
g Accident Hospital, Birmingham, 

Mr. F. G. Dawes, Secretary, Brighton and 
Lewes Hospital Management Com- 
mittee, The Royal Sussex County 
Hospital, Brighton 7. 

Miss F, J. Eastaugh, Matron, Princess 
Margaret Hospital, Swindon. 

Mr. B, Edge, Charge Nurse, Casualty 
“0 pga The General Infirmary, 


Mrs. V. E. Fairclough, Sister, Casualty 


Department, Royal Infirmary, Sheffield. 

Miss M. Houghton, formerly Education 
Officer, General Nursing Council for 
England and Wales. 

Miss M. B. MacKellar, Matron, Moor- 
fields Eye Hospital, London, E.C.1. 
Dr. A. O. Robson, Resident Medical Offi- 
cer, The Middlesex Hospital, London, 

W.1. 

Miss D. M. Sanders, Sister-in-Charge, 
Casualty Department, Royal Devon 
and Exeter Hospital. 

Miss B. M. Slaney, Tutor, Occupational 
Health Nursing Students, Royal College 
of Nursing. 


The Working Party is to report to the 
Council of the College in order that a 
considered view may be submitted to the 
sub-committee of the Standing Medical 
Advisory Committee of the Central 
Health Services Council which has been 
set up to consider the organization of hos- 
pital casualty and accident services. 


in Poliomyelitis, Dr. I. Pugh, M.B., CH.B., 
D.P.H. 


Thursday, October 13 


9.45 a.m. Some Aspects of Poisons and Dangerous 
Drugs, Mr. G. Lennox, M.P.s. 

2.30 p.m. Organization of the Army Medical 
Services in the Field, Mr. F. N. Tromans, 
A.C.G.8. 


Mid-Worcestershire Branch 
Study Day 


Mid-Worcestershire Branch will hold a 
study day at the Mid-Worcestershire School 
of Nursing, Bromsgrove General Hospital, on 
Thursday, November 3. Please apply by 
October 15. 

9.30 a.m. Registration. 

10.10 a.m. Some Recent Advances in Therapeutics, 
Dr. J. A. Litchfield, physician. 

11.45 a.m. Communications in the National Health 
Service, Miss P. D. Nuttall, s.r.N., M.C.S.P., 
editor, Nursing Times. 

1.15 p.m. Lunch. 

2.30 p.m. The Social Aspects of Dermatology, Dr. 
G. W. Senter, consultant dermatologist, and 
Miss M. L. Ward, M.A., A.M.LA., group 
almoner. 

Fees. Members 2s. 6d., non-members 5s. 
Apply to Miss H. M. Postons, 35, Melbourne 
Road, Bromsgrove, Worcs. 


COLLEGE APPEAL 
(i) For the Nation’s Fund for Nurses 


Most people have now returned from holi- 
days which we hope you have enjoyed. Will 
you send a donation to help those who have 
not been able to go away this year? We are 
very grateful for all the donations listed below 
and send our thanks. 


Contributions for September 22-28 


Bangor Hospital Student Nurses’ Unit 
College Member 15771. Quarterly donation ... 
Harrogate Branch. For Christmas... joes 
Dartford and North Kent Branch. For 
Christmas * oni a ash a 
Hayes. Quarterly donation ... 
Warrington and District Branch 
Lincoln Branch. For Christmas on 
Miss B. I. W. Barnes. Monthly donation 
Anonymous. Monthly donation wee 
Total £27 10s. 64. 
E. F. INGLE, 
Secretary, Royal College of Nursing Appeal for the 
Nation’s Fund for Nurses, 1a, Henrietta Place, Cavendish 
Square, London, W.1. 
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(it) Members’ Special Gift Fund 
We acknowledge with many thanks gifts 
from Miss M. H. Adamson, Miss M. Cox, 
Mrs. Kirkman, Miss M. West, Miss Mallin 
and Miss V. Barnes and the donations listed 
below. 
fs 
Tunbridge and District Branch to buy Ovaltine 1 10 
Southport Branch «te Ba aia aie SO 
Mid-Worcs. Branch _... $$ 
College Member 15771 ... fas mi) i SS 
Miss C, Fowler. 3d. bits saved ... ‘a ea 10 
Rotherham Branch ... oS 


Total £17 8s. 
E. F. INGLE, Organizer. 


(continued on page 1254) 











Welsh Branches 
Interim Committee 


Representatives of the interim com- 
mittee of the Welsh Branches met in the 
nurses home of West Wales Hospital, 
Glangwili, Carmarthen, on Saturday, 
October 1. The main purpose of the 
meeting was to discuss the progress of the 
Branches towards the target of £20,000, 
the sum which they are trying to raise for 
the development of a Welsh Centre of the 
Royal College of Nursing. 

The figures submitted totalled 
£5,485 16s. 4d., made up from the 
amounts listed below: 


a. 


Oon COONKOCOWOCWUWS: 


Aberdare 

Bangor 

Bridgend 

Cardiff 

Carmarthen .. 

Colwyn Bay 

Llanelly 

Morriston... yy 

Neath and Port Talbot 

Newport ‘ = 

Pembrokeshire » 

Rhondda and Ponty- 
pridd ie is 11 

Rhyl .. eee - 0 

Wrexham .. or 15 

As the appeal has now reached the end 
of the first quarter of its span and as some 
Branches are still in the process of organ- 
izing their plans, it was generally felt that 
this total gave cause for satisfaction. 

It was decided that an open meeting of 
Welsh members would be arranged and 
that it would be held in Cardiff in July 
1961. 


_ 


_ 


obey "gms : 
CONDUC K KONDO” 


J. Fopren, Chairman. 


APPOINTMENT 


The London Hospital, E.1 


Miss SHEILA M. COLLINS, S.R.N., R.S.C.N.5 

S.T.DIP.(LOND.), has been appointed princi- 

pal tutor, in 

succession to 

Miss Muriel 

Hill. Miss Col- 

lins, herself a 

Londoner, sub- 

sequently took 

her sick chil- 

dren's training 

at The Hospital 

for Sick Chil- 

dren, Great 

Ormond Street, 

where she was 

a theatre sister 

and ward sister. 

After gaining 

an HSA scholarship Miss Collins took the 

tutor’s course at the Royal College of 

Nursing and for four years was a tutor at 

The London Hospital. At present an 

assistant matron at The London, Miss 

Collins takes up her new duties on 
December 1. 





Edinburgh Public Health Section 
Meeting at 29, Castle 
Monday, October 10, 7 p.m. 
History of Immunizations and their Present 
Position, Dr. N. P. Tait, senior medical 
officer, Edinburgh Public Health De- 
partment, at 7.30 p.m. 


Terrace, 











COMING EVENTS 


Association of British Paediatric 
Nurses.—Quarterly meeting, Queen Eliza- 
beth Hospital for Children, Hackney Road, 
London, E.2, Saturday, October 15, 2.30 p.m. 
The Mauritian Scene—in Relation to World 
Health, Dr. R. H. Dobbs, Evelina Hospital 
for Children, Southwark Bridge Road, Lon- 
don, S.E.1, Monday, October 17, 7.30 p.m.— 
Medical Illustrations, Miss Treadgold, senior 
medical artist, Guy’s Hospital. Light refresh- 
ments 7 p.m. Fee 3s. 6d. Tickets (not restricted 
to members) from the hon. sec., Miss E. 
Kilpatrick, Queen Elizabeth Hospital for 
Children, Banstead Wood, Surrey. 


Central Middlesex Hospital, N.W.10.— 
Prizegiving, nurses home recreation room, 
Tuesday, November 1, 3 p.m. Awards by 
county alderman Mrs. M. R. Forbes, J.P., 
chairman, Middlesex County Council. 


Herts and Essex General Hospital.— 
Prizegiving, Saturday, November 5, 3 p.m. All 
former nurses welcome. 


Horton General Hospital, Banbury.— 
Annual presentation of awards by Sir George 
Schuster. Outpatient waiting hall, Saturday, 
October 22, 3 p.m. Tea in nurses home. 
RSVP to matron. 


Long Grove Hospital, Epsom.—Annual 
prizegiving, Thursday, November 3, 3 p.m. 


Royal College of Midwives.—Refresher 
course, Westcliff-on-Sea, October 23-29. De- 
tails from the Education Officer, Royal College 
of Midwives, 15, Mansfield Street, London, 
W.1. 


St. John Ambulance Brigade.—Train- 
ing conference on Mental Health for Brigade 
officers, at Bromham Hospital, near Bedford, 
Saturday and Sunday, November 5 and 6. 
Application forms obtainable from the Head- 
quarters, 8, Grosvenor Crescent, S.W.1; please 
state rank and name of division when applying. 


~~ 


PRINCESS 
ALEXANDRA 
IN NIGERIA 


Princess Alexandra 
speaking to members 
of the junior Red 
Cross at Government 
House, Lagos. Her 
Royal Highness is in 
Nigeria for the Inde- 
pendence celebrations. 


a 
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N ASEAN 
Winter Conference 


THE WINTER CONFERENCE of the Nationgj 
Association of State Enrolled Assistant Nurs 
will be held at Cardiff on Saturday, Octobe, 
29. It is open to all pupil assistant nurses anj 
SEANs; the participation of student nung 
and State-registered nurses is also invited, 


Morning. At St. David’s Hospital, Coy. 
bridge Road. 

10 a.m. Registration and coffee. 

10.30 a.m. Opening by Lord Mayor of Cardif, 
Alderman Mrs. Dorothy Lewis. 

10.45 a.m. The Care of the Aged and Infirm, Dy, 
A. H. Culley, medical member, Web) 
Board of Health. 

11.30 a.m. The Shape of Things to Come, Mis 
M. M. Williams, examiner to the General 
Nursing Council for England and Wale, 
matron, Morriston Hospital, Swansea, 

12.45 p.m. Lunch. 


Afternoon 

1.30 p.m. Visit to the Geriatric Unit, $ 
David’s Hospital. 

2.15 p.m. Tour of Cardiff by coach, visiting 
the Castle, the Civic Centre and Llandaff 
Cathedral. 

5.30 p.m. The National Association of Sta 
Enrolled Assistant Nurses—What it is, What 
it does, Miss C, E. Bentley, general secretary, 
NASEAN. 


Evening. At the Park Hotel 
7.30 for 8 p.m. Dinner. 

Fees. Whole day 17s. 6d.; morning 7s, 6d.; 
afternoon 8s. 6d. Lunch (if attending only 
morning or afternoon session) 2s. 6d. Dinner, 
excluding drinks, 22s. 6d. 

Please order tickets by October 16, from 
NASEAN, 21, Cavendish Square, London, 
W.1. 


Mrs. M. McMahon 


Mrs. M. McMahon, whose appointment a 
education officer, Royal College of Nursing 
Committee for Northern Ireland, was an- 
nounced in the Nursing Times of September 23, 
is a tutor at the Royal Belfast Hospital for 
Sick Children and not principal tutor. 


Staff Nurses’ Competition 


The staff nurses’ competition mentioned 
in the Nursing Times of September 23 is open 
to members and non-members in Northem 
Ireland, as well as to those in England, Sco 
land and Wales. 
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Confidence for you because Maw's stands for unvarying excel- 
lence of quality and design in all nursery products. Baby Soap, 
Baby Cream, Teats, Baby Powder, Feeding Bottles, Baby Pants. 
Confidence too for the mother, secure in the knowledge that 
Maw’s products are safe, reliable and practical, the result of 
many years of research and development in this field. 


Visit our stand at the Exhibition 
and see our complete range of 


nursery products. 


STAND Q2 


S MAW SON & SONS LTD 
BARNET ENGLAND 
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You can now get a Boyd Cooper uniform 
in ‘Terylene’/cotton. It will keep its 
crisp, trim looks even after prolonged 
hard wear and frequent washing. The 
‘Terylene’ gives it durability, crease 
resistance, quick drying, minimum-iron 
and non-shrink washability. The cotton 
gives coolness and conventional feel. 
This 67% ‘Terylene’/33% cotton blend has 
been approved as free from static hazard. 


Beye Ceeper 


12 Bruton Street, London, W.1 Tel: MAYfair 2431 


‘Terylene’ is the trademark for the polyester fibre made by IMPERIAL CHEMICAL INDUSTRIES LIMITED, LONDON 
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GENERAL NURSING 





It WAS ANNOUNCED at the September meeting 
of the General Nursing Council for England 
and Wales that Miss J. M. Loveridge had been 
returned unopposed as vice-chairman. Since 
the ballot for the new chairman resulted in a 
tie (see Nursing Times, September 30), Miss 
Loveridge took the chair, and a subsequent 
postal ballot for the chairmanship was agreed 
upon. A telegram of good wishes for the new 
session was received from Miss M. J. Smyth, 
retiring chairman, and the vice-chairman wel- 
comed, on behalf of Council members, newly 
elected members attending for the first 
time. 

The following matters were considered in 
camera, (i) Contracting out of the Graduated 
State pension scheme to be introduced on 
April 1, 1961. (ii) Proposed changes in the 
Preliminary and Final Examinations in the 
light of the practical effect of these changes. 
(iii) A joint statement to be issued by the 
Council and the Central Midwives Board to 
training school authorities, etc., about the in- 
clusion of a period of obstetric nursing experi- 
ence in general training. (iv) The Council’s 
draft annual report. 


Training School Changes 


The following changes were approved but 
without prejudice to the position and rights of 
any student nurses already admitted for 
training. 

Provisionally approved for five years. A 13 
months’ training scheme in sick children’s 
nursing, between the Victoria Hospital for 
Sick Children, S.W.3, and the children’s ward 
for communicable diseases, St. George’s Hos- 
pital, Tooting Grove, S.W.17, and the chil- 
dren’s neurosurgical ward, Atkinson Morley’s 
Hospital, S.W.20, for general trained nurses 
who have received not less than two months’ 
experience in sick children’s nursing in an 
approved children’s unit during general 
training. 

Approval withdrawn. Victoria Hospital for 
Sick Children, $.W.3, to provide three years’ 
training for the sick children’s part of the 
Register. 

Provisionally approved for five years. A 12 
months’ training for the general part of the 
Register at Hammersmith Hospital, W.12, for 
registered mental nurses trained at The Beth- 
lem Royal and Maudsley Hospital, S.E.5, who 
have received six months’ general nursing ex- 
perience at Hammersmith Hospital during 
their mental training. 

_ Approval withdrawn. (i) Experimental train- 
ing scheme whereby general trained nurses 
who had received three months’ experience in 
fever nursing at Joyce Green Hospital, Dart- 
ford, during general training, were eligible to 
enter for the final fever examination on com- 
pleting a further nine months’ training in the 
fever unit. Information was received from the 
authorities that the scheme had been discon- 
tinued. (ii) Cossham Memorial Hospital, 
Bristol, as a general training school in con- 
Junction with Frenchay Hospital, Bristol. Cos- 
sham Hospital has applied for approval as an 
assistant nurse training school; Frenchay Hos- 
pital will in future function as a complete 
general training school; (iii) Harrow Hospital 
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and Wembley Hospital as complete general 
training schools (both hospitals approved as 
assistant nurse training schools); (iv) Hawk- 
moor Chest Hospital, Bovey Tracey, to par- 
ticipate in a three-year general training 
scheme with the Royal Devon and Exeter 
Hospital, Exeter (the hospital continues to be 
approved for secondment of student nurses 
training at the Royal Devon and Exeter Hos- 
pital and Torbay Hospital, Torquay); (v) 
Winchcombe Hospital, Winchcombe, Glos., 
for secondment of student nurses from the 
Cheltenham General, Eye and Children’s 
Hospital. 

Approved. St. Thomas’s Hospital, Scar- 
borough, and Cross Lane Hospital, Scar- 
borough, as units of the Scarborough Hospital 
School of Nursing. 

Provisionally approved for two years. (i) Fren- 
chay Hospital, Bristol, as a complete general 
training school (see above); (ii) the Nuffield 
Orthopaedic Centre, Oxford, to participate in 
a three-year general training scheme, with the 
Royal Bucks, and Associated Hospitals School 
of Nursing, Aylesbury (the hospital is already 
approved for a similar scheme with Guy’s 
Hospital, S.E.1, King’s College Hospital, 
S.E.5, University College Hospital, W.C.1, 
and the Radcliffe Infirmary, Oxford). 

Provisional approval extended for a further two 
years. Upton Hospital, Slough, as a complete 
general training school. 

Provisional approval extended for a further one 
year. Royal Sea Bathing Hospital, Margate, to 
participate in a three-year general training 
scheme with the Ramsgate and Margate 
General Hospital. 


Pre-nursing Courses 


Approved. One-year whole-time: (i) Worth- 
ing County Secondary School; (ii) Portslade 
Secondary Modern School for Girls; (iii) 
Edith Cavell Secondary School, N.1. One- 
year part-time: (i) Southport Technical Col- 
lege; (ii) Hastings and St. Leonards Technical 
College, Hastings. 


For Mental Nurses 


Provisionally approved for five years. A 15 
months’ training scheme in mental nursing at 
Runwell Hospital, Wickford, for general 
trained nurses who have received three 
months’ psychiatric nursing experience at 
Runwell Hospital during general training. 

Approved to undertake training in accordance 
with the experimental syllabus in mental nur- 
sing: (i) Deva Hospital, Chester; (ii) Naburn 
and Bootham Park Hospital, York; (iii) St. 
Andrew’s Hospital, Northampton; (iv) Run- 
well Hospital, Wickford. 

Approved to undertake training in accordance 
with the experimental syllabus in mental de- 
ficiency nursing: (i) Bromham Hospital, Bed- 
ford; (ii) Royal Western Counties Hospital, 
Starcross, Devon. 

Approved to conduct for general trained 
nurses an 18 months’ training scheme in mental 
nursing in accordance with the experimental 
syllabus: (i) Severalls Hospital, Colchester ; (ii) 
Clifton Hospital, York; (iii) Runwell Hospital, 







Wickford. 

Approved: Digby/Wonford Hospitals, Exeter, 
to conduct a 12 months’ training scheme in 
mental nursing based on the experimental 
syllabus for nurses already trained in mental 
deficiency nursing. 

Approval extended for a further two years as train- 
ing schools in mental deficiency nursing: (i) 
Harmston Hall Hospital, Lincoln, with second- 
ment of female student nurses to Lincoln 
County Hospital and St. Peter’s Hospital, 
Bourne, or Caistor Hospital, and with second- 
ment of male student nurses to Lincoln County 
Hospital, and to Fleet Hospital, Holbeach, 
and Caistor Hospital; (ii) St. Peter’s Hospital, 
Bourne, with secondment to Stamford General 
Hospital, and Harmston Hall Hospital, Lin- 
coln; (iii) Caistor Hospital, with secondment 
of female student nurses to Grimsby General 
Hospital, and Harmston Hall Hospital, Lin- 
coln; and with secondment of male student 
nurses to Grimsby General Hospital, Fleet 
Hospital, Holbeach, and Harmston Hall Hos- 
pital, Lincoln; (iv) Fleet Hospital, Holbeach, 
with secondment to Boston General Hospital, 
Caistor Hospital, and Harmston Hall Hospital, 
Lincoln. 


For Assistant Nurses 


Provisionally approved for two years: (i) Queen 
Mary’s Hospital, Roehampton, with second- 
ment to Barnes Hospital, S.W.14, for geriatric 
nursing experience; (ii) Cossham Memorial 
Hospital, Bristol, with Manor Park Hospital, 
Bristol, and with secondment to Frenchay 
Hospital, Bristol, for paediatric nursing ex- 
perience; (iii) Chapel Allerton Hospital, 
Leeds, with St. James’s Hospital (North), 
Leeds, and with secondment to Seacroft Hos- 
pital, Leeds, for paediatric nursing experience; 
pupils recruited at St. James’s Hospital 
(North), Leeds, to have experience in the nur- 
sing of the acutely ill at Chapel Allerton Hos- 
pital, instead of in the plastic surgery unit at 
St. James’s Hospital (South), Leeds. 

Provisional approval extended for one year. Wal- 
nuttree Hospital, Sudbury, with St. Leonard’s 
Hospital, Sudbury. 

Provisional approval extended for a further two 
years. (i) Middleton Hospital, Middleton-in- 
Wharfedale, with secondment to Wharfedale 
Children’s Hospital, Menston; (ii) Oldham 
and District Hospital (Geriatric Unit), with 
secondment to Westhulme Infectious Diseases 
Hospital, Oldham. 


Disciplinary and Penal Cases 


The Council’s solicitor was instructed to 
take action against three persons falsely repre- 
senting themselves to be State-registered 
nurses. The Council had before it eight disci- 
plinary cases, and considered six cases of post- 
poned judgement. 

The registrar was directed to remove from 
the Register the names of Patricia Austin, 
s.R.N. 269913; Sheila Dickety, s.r.n. 208369; 
Janet Catherine Owens (otherwise Janet 
Catherine Evans) s.r.». 76142, r.s.c.n. 3603; 
Johanna Cuddihy (now Mrs. Waskowicz), 
s.R.N. 191946, R.m.N. 15484. 



























yf, Pesencage there are plans to sell the 
furniture of SNA headquarters if the 
total raised by the members falls short of 
what is needed to send the chairman to 
the ICN Congress in Australia next year. 
We therefore felt we should find out what 
sort of person the chairman was, so we 
asked Nancy Esterson to call at the office. 

We must say first of all that she stood up 
to a solid hour’s grilling by two members 
of the staff with self-possession and aplomb. 
She proved to be dark, of average height, 
with a pleasant voice. She is older than 
the average student nurse, as she did not 
start her training until she was 26—but 
this may be an advantage for a girl who is 
to represent the student nurses of her 
country at important international events. 

Nancy Esterson is in the final year of her 
training at St. George’s Hospital, London. 
She is a Londoner, but she went to Not- 


Meeting 


Nancy Esterson, 


CHAIRMAN, 
STUDENT NURSES’ 
ASSOCIATION 


tingham to take her degree in English 
literature. Then, after a secretarial course, 
she went to America for three years, doing 
public relations for a British government 
travel agency. Back in England, a year’s 
journalism, and then—‘I began to feel 
functionless. So when I heard that people 
were actually prepared to pay me for 
doing a scientific training, where I could 
be of use, I jumped at it.’ This was in 1958, 

Future plans: a certificate in sick chil- 
dren’s nursing, in London; then at least 
Part 1 Midwifery, in Edinburgh. 

‘And the ultimate aim?’ we asked. ‘A 
matron’s post?’ Came the quickest, shar- 
pest, most emphatic reply of the afternoon. 
‘Oh, no, I’d much rather get married!’ 

The SNA plan is not only to send their 
chairman to Australia, but to combine 
this with a study tour. Already invitations 
have been received from Cleveland, Ohio, 
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Saskatoon, in Canada, and from hospitals 
and student nurse organizations in India 
and New Zealand. 

We asked Nancy Esterson, what was the 
‘British point of view’ that she was goj 
to Australia to represent. She replied, with 
diffidence, that she had not yet been fully 
briefed, and she still had a lot of homework 
to do, but that one question bound to be 
discussed by the student representatives in 
Australia would be the proposed Inter. 
national Student Nurses’ Unit. As British 
representative, she would not support any 
proposals which would involve leaving 
students for the specialist registers out in 
the cold; she would not support the setting 
up of an expensive organization which 
would duplicate functions already fulfilled 
by the national associations. This might 
involve delaying the setting up of the Inter. 
national Unit until these questions had 
been satisfactorily settled. 

And the importance of having a British 
representative in Australia? Nancy Ester- 
son replied with dignity. ‘The SNA is the 
oldest of the student nurse associations in 
the world. Other countries look to us fora 
lead. It is up to us to give it.’ 


STUDENT NURSES’ ASSOCIATION 


Winter Reunion and 
Final Speechmaking Contest 


The Winter Reunion and final Speech- 
making Contest will be held on Wednes- 
day, November 16. There will be visits to 
places of interest including the Old Bailey, 
Bank of England and Faraday House 
during the morning. 

2.15 p.m. Extraordinary general meet- 
ing. 

2.45 p.m. Final Speechmaking Contest 
for the Cates Trophy. 
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Nursing the Chronic Sick 


MARY A. HODKINSON, S.R.N., 


Matron, Catmose Vale Hospital, Oakham, Rutland 


HEN I INVITED the Nursing Times to 
Wisi Catmose Vale Hospital I never 
suggested that our work was unique. There 
are many devoted nurses like Miss 
Kavanagh, Ellerbeck Hospital, Working- 
ton, who are striving against great odds to 
reeducate their chronic sick patients to 
independence. 

There is, however, a great difference 
between an acute geriatric unit and a 
chronic sick hospital. ‘To quote Dr. Cosin, 
dinical director, Geriatric Department, 
United Oxford Hospitals*: “These custo- 
dial care or chronic sick hospitals are still 
filled with many patients of varying ages, 
but mostly elderly, for whom medical 


treatment as applied in the acute ward of 


the general hospital can do no more.’ 

It will be seen, therefore, that my state- 
ment that doctors ‘give up’ was realized 
as fact by Dr. Cosin. Elderly people, 
denied admission at the onset of illness, 
become so chronically ill that the general 
practitioner cannot do more than refer 
them to the chronic sick hospital for 
custodial care. 

To quote Miss D. Nortont : ‘Great work 
is being achieved in geriatrics, but there is 


an obstacle in its path—the shortage of 


hospital beds for the elderly sick, due to 
insufficient staff . . . the hospital waiting 
list must be carefully scrutinized and only 
the really urgent cases, or those likely to 
benefit from treatment, can be admitted 
... What of those of whom a doubt exists 
as to their ability to benefit from treat- 
ment? Alas they must be denied their 
chance or, at least, the delay in admission 
results in untold misery and hardship— 
and the damage done during that waiting 
period can be irrevocable.’ 


Concentration on the Acute Phase 


The ideal is to concentrate on the acute 
Phase of illness in the elderly, without 
waiting until they become long-stay; but 
the process of ageing is so individual that 
the patient and his relatives cannot always 
differentiate between senescence and sen- 
ility. The result is that the doctor is not 
called until the illness has become chronic 
and a burden to all concerned. 

_The patient is admitted to the chronic 
sick hospital, which is often housed in the 
old workhouse. The buildings are old and 


*‘Nursing Mirror’, October 1958. 
t'Nursing Times’, July 6, 1956. 





Our report on Catmose Vale Hos- 

pital, Oakham, and the methods 

used there in nursing geriatric 

patients, has aroused much interest 

and correspondence. Here the ma- 

tron replies to some of the points 
that have been raised. 











the equipment poor and inadequate. Cot 
beds have to remain for lack of money to 
replace them. Meals have to be taken in 
the wards for lack of day room space. The 
larger proportion of the staff are devoted 
State-enrolled assistant nurses and nursing 
auxiliaries, who perhaps have no training 
in modern geriatric nursing methods. 

The devotion of the staff to these patients 
is truly wonderful but too frequently the 
picture is the same; 10 per cent. of the 
patients are bedridden, incontinence is 
considered a disease, pressure sores are 
inevitable and the feeding, washing and 
dressing of a patient is a job to be hurried 
over, in order to have the ward spick and 
span. 


Catmose Vale Hospital 


My object in bringing the work at 
Catmose Vale Hospital to the notice of the 
nursing profession was to show that by 
slashing the old routine methods, by 
improvisations and applying the nursing 
methods of the acute geriatric units, nurses 
can re-educate these unfortunate patients 
to live an independent life again. 

There is nothing undesirable or dreary 
about Catmose Vale Hospital. I have an 
excellent team of qualified and unqualified 
staff. They are entitled to their opinions 
and are free to express them. We have 
disagreed about my methods, but by a 
process of give and take we are now all 
agreed. We have thrown overboard the 
old rituals, we have reduced administra- 
tion and paper work to the barest mini- 
mum and plan all our work for the well- 
being of the patients. The result is that 
we now have time to give individual 
attention to all our 61 patients, who are 
slowly learning to live again. 

Our colleagues on the district frequently 
com that their patients return from 
the gral hospitals, after even a few days, 
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with pressure sores. My method of treating 
pressure areas once daily with a silicone 
barrier cream ensures that every patient, 
ambulant or otherwise, receives attention 
and pressure sores are now unknown. The 
best way of preventing pressure sores in 
the elderly is correct diet, cleanliness and 
ambulation, not frequent massage. 

Cot beds are dangerous, because if a 
restless patient wishes to get out of bed 
he will attempt to climb, with a resultant 
fracture. These beds are frequently used 
to combat lack of staff and lead to forget- 
fulness of the patient. Cot sides can be 
useful to give the patient a sense of se- 
curity and to help him to lever himself up 
in bed, but even so, they should only be a 
temporary measure. Restlessness, even in 
the mentally confused, is a symptom and 
the reason should be sought. Toilet needs 
are the primary cause and loneliness is 
another. If a mentally confused patient is 
left in bed or is chair-bound without occu- 
pation or conversation, he will become 
restless at night. Sedatives are only pallia- 
tive and start up a vicious circle. Senile 
confusion is not due to bad nursing, but 
it can be controlled by good nursing. 


Too Ill for a Bedpan 


To lift a seriously ill patient on to a 
bedpan is a highly skilled technique, re- 
quiring a minimum of two nurses. Even 
if skilfully done, it can cause the patient 
great discomfort and distress; hence my 
statement that if a patient is too ill to 
be got out of bed to use a commode, he is 
obviously too ill to be subjected to the 
difficult manoeuvres of putting him on to 
a bedpan. 

Most of our chronic sick hospitals are 
staffed by a general practitioner, who 
visits the hospital for a few hours a week. 
Speech therapists are not employed and 
only a few units have the services of a 
physiotherapist and even then on a limited 
part-time basis. This is our position at 
Catmose Vale, but we are still able to 
teach our hemiplegic and aphasic patients 
to walk and talk again. Most of these 
patients come to us after having had their 
disabilities for a very long time. 

Faecal incontinence is usually the result 
of constipation and cannot therefore be 
cured or controlled by mist. kaolin et 
morph. Its retention should not be neces- 
sary to combat diarrhoea due to eating too 
much fruit. Surely, it is the ward sister’s 
duty to control her patients’ diet. 


We Must Re-educate Ourselves 


Long and patient nursing can do much 
for these patients, but, as Miss Kavanagh 
says, we require the help of our colleagues 
of the county health services in re-educat- 
ing the lay public. I also feel we need to 
re-educate ourselves to a fresh understand- 
ing of chronic sick nursing. We recognize 
and revere our colleagues in other 
specialized fields of nursing. May I remind 
our colleagues who look down upon 
chronic sick nursing that it was Cinderella 
who married the prince. 











FROM CYPRUS—Miss Anastasia 

Marti, a Greek Cypriot from Athienou, 

and Miss Gunay Dervish Konul, a Turkish 

Cypriot from Limassol, have won BRCS 

Florence Nightingale Scholarships and are 

to take the health visitors’ course at the 
Royal College of Nursing. 


‘Winkle-picker’ Disease 


According to Mr, J. N. Wilson, of the 
Royal National Orthopaedic Hospital, 
writing in the BM? recently, the ‘winkle- 
picker’ fashion in women’s shoes is causing 
an increase in tenosynovitis of the extensor 
tendon of the big toe. This formerly rare 
condition brings about a painful swelling 
ofthe dorsum of the 
foot. The rim of the 
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Here and There 


Registration of Still-births 


Under the Population (Statistics) Act 
1960, doctors and midwives in England 
and Wales will be required to make a 
statement of the cause of death of every 
still-born child on or after October 1, 1960. 
A similar provision has existed in Scotland 
since 1938. From October | the present 
certificate of stillbirth will become obso- 
lete and a new form of certificate will come 
into use which in addition to the declara- 
tion that the child 
was not born alive 
will provide for a 
statement of the 
cause of death, the 
estimated duration 
of the mother’s 
pregnancy and the 
weight of the 
foetus. The object 
is to provide helpful 
information in 
studies of perinatal 
mortality. 


toecap is a con- 
stricting force and 
produces local 


VY SNA NORTHERN AREA SPEECH- 

MAKING. Mrs. Booth presents the cup to 

Miss S. A. Noble, the winner. (See Nursing 
Times, September 23, page 1188.) 


irritation. In 
three of the cases 
quoted the condi- 
tion was cured by 
a change of foot- 
wear; in the fourth 
a local injection of 
hydrocortisone 
was required. 


First-aid Boxes 
The First-aid 
(Miscellaneous 
Industries) Order 
1960, which comes 
into force on Octo- 
ber 1, specifies a 
number of indus- 
tries in which 
waterproof adhe- 
sive wound dress- 
ings and _ water- 
proof adhesive plasters have to be provided 
in first-aid boxes or cupboards, in addition 
to existing requirements. These industries 
include tanning, dyeing, fruit preserving, 
tripe dressing, herring curing, chemical 
processes, and chromium plating. 
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Aids for the Disabled 


It should be widely known—especially 
among district nurses—that the, British 
Red Cross Society has compile a re- 


markably comprehensive list of aids for 
handicapped. Each item is briefly de 
cribed and priced, and the source { 
supply given. The list is obtainable from 
the Headquarters’ Officer, Ai 1s for the Dj 
abled, Home Department, BROS, i 
Grosvenor Crescent, London, S.W.1, The 
BRCS is always on the look-out for new or 
improved ideas for aids, and would be 
pleased to receive a model, photograph or 
description of any novel idea which might 
be helpful. 














































& ALTON GENERAL HOSPITA 
Miss F. Gundry, Wessex Region nursing 
officer, receives a bouquet from Miss Kooms 
from Ghana, when she opened the fete held at 
hospital to raise money to send two nurses om 
NASEAN study tour. Centre is Miss E. My 

Andrews, matron. 


‘One out of Eleven’ 


This leaflet on smoking and lung cancer 
prepared by the LCC, is to be distribute 
to London doctors, welfare centres an 
borough libraries. It states that doctor 
nowadays accept that cancer of the lungi 
is linked closely with tobacco smokin 
Investigations have shown that more heay 
cigarette smokers die of cancer of the lung 
than moderate cigarette smokers, that 
more moderate smokers die of this disease 
than light cigarette smokers, that pip 
smokers although liable to the disease have 
a still lower death rate, but that the death 
rate from lung cancer is Jowest in nO 
smokers. In London, one out of every } 
male deaths, and one out of 57 fem 
deaths, is due to cancer of the lung. | 











